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Clinical Review. 

VOL. IX. OCTOBER 1898. NO.1. 

SURGICAL CLINIC— Service of J. B. Murphy, 
M. D., Professor of Clinical Surgery, Medicac 
Department University of Illinois, Chicago. 

Gentlemen: — The first case I present to you is Mrs. E. 
W., housekeeper, American: 39 years of age. 

Family history: Father died of "kidney disease," 
mother living and well. Two brothers and four sisters liv- 
ing and well. One brother suffers from chronic diarrhoea; 
one brother died of tuberculosis at the age of twenty-three, 
and another suffers from tuberculosis at the present time. 
Her father's brothers and sisters died of tuberculosis. 

Personal history: Patient was married at the age of 
fourteen. Has two living children, one dead; has had two 
miscarriages. Prior to three months ago patient's men- 
struation had been normal, when it ceased and she has not 
flowed up to the present time. 

Present illness: Began probably two years ago with an 
acute attack of vomiting and colicky pains in the abdomen. 
Six months later patient suffered from a dull K aching pain 
in the right side extending up to the right shoulder, then 
localizing in the right hypochondriac region. Seven weeks 
later the patient was seized with vomiting, became jaundiced, 
and had an intermittent pain in the right side. Last Novem- 
ber the patient had another attack of pain but no vomiting. 
Between attacks patient has suffered with severe headache. 
The stools now are of a light color. She has had frequent 
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2 MURPHY: SURGICAL CLINIC. 

urination (urine very highly colored) but now urinates nor- 
mally. Patient is naturally constipated. Appetite at pres- 
ent good, but varies. Has a heavy feeling in her stomach 
after eating. 

The history does not state distinctly whether the vomit- 
ing or pain began first, which is of all importance in making 
a differential diagnosis as to the cause of vomiting. In 
cholelithiasis the vomiting always accompanies or follows 
the pain. 

Q. (To consulting staff) What is the matter with her? 
A. Cholelithiasis. 
Q. What makes you think so? 
A. Because she is jaundiced. 

Q. What makes you think it is a case of gall stones? 
A. The history of gall stone colic, of a pain radiating 
up into the scapula on the right side, vomiting, acholic 
stools and bile in the urine indicating an obstruction to the 
common duct. 

Q. How do you explain the absence of jaundice in the 
attack seven weeks ago? 

A. The stone did not reach the common duct; it was in 
the cystic duct. 

Q. What was the cause of her symptoms at that time? 
A. The presence of the stone in the cystic duct was 
the cause. 

Q. What became of the stone at that time? 
A. It dropped back into the gall bladder. 
Q. At least what did not take place? 
A. It did not pass into the common duct. 
Q. How do you know? 
A. She did not have jaundice. 

Q. If'shejiadan obstruction of the cystic duct how 
would the calculus act? 

A. It would take one of two courses. (1) It would 
either pass through the cystic duct or drop back into the 
gall bladder. When we have a severe suppuration we may 
have it retained in the neck and we may have an ulceration 
and passage of the stone into the duodenum, so that when 
the pain subsides, as it does at the end of two or three days, 
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MURPHY: SURGICAL, CLINIC. 3 

the stone is out of the tract of the duct. If adhesions are 
formed it may ulcerate into the duodenum and the patient 
recover without any more trouble, but the most common 
course is that the gall bladder dilates and assumes another 
shape; it becomes surrounded by an accumulation of mucus 
and no bile is admitted into the gall bladder. The irritation 
of the mucosa produces an effusion and increased secretion 
and an elongation of the gall bladder takes place. These 
are typical attacks of gall stonos in the cystic duct and 
never produce jaundice. 

Q. Why do you say in this case it has reached th« 
common duct? 

A. Because of the presence of jaundice and bile in the 
urine, the jaundice showing thpre is some obstruction of 
bile at this point. If the calculus passes beyond the junc- 
tion of the hepatic and cystic ducts we have an obstructive 
jaundice produced because the bile cannot pass into the in- 
testine. 

Q. Why is it not a malignant or cicatricial obstruction? 

A. Because the symptoms are not constantly present: 
the jaundice has not remained all the time from the onset of 
the attacks, but disappeared and came on suddenly again; 
and because of the history of the colics. Malignant or cica- 
tricial obstruction never produce colics. 

Q. To what have the chills and fever been due? 

A> Due to infection. 

Q. How do you get infection? 

A. The passage of germs from the intestine through 
the duct into the gall bladder. This is often a sequence of 
the passage of a stone or an infection of the gall bladder or 
ducts through the circulation. The chills are a manifesta- 
tion of the admission of septic material into the circulation. 

Q. Through what channels is the sepsis admitted? 

A. The mucous membrane of the duct and gall bladder. 

Q. Why do they absorb? 

A. Physiologically they have only very limited ab- 
sorptive power. The stone produces an ulceration or abra- 
sion at its site which favors absorption. The duct is sup- 
plied by a rich network of lymphatics and from these we 
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4 MURPHY: SURGICAL, CLINIC. 

have lymphatics passing to the lymphatics of the lesser 
.curvature of the stomach and the anterior mediastinal 
glands. We have abscess of the liver occasionally due to 
extension of infection along the bile ducts. As soon as the 
colic subsides we have a temperature of 104, 105 or 106 
which is due not to the arrest of the calculus but to the in- 
fection of the biliary passages or a suppurative cholangitis 
which may produce multiple abscesses of the liver which 
may become circumscribed or a rapid malignant pysemic 
process may be produced. 

Q. How do you have multiple abscesses produced from 
abscess of the liver? 

A. You may have the formation of an infective throm- 
bus in a vein the fragments of which when liberated are car- 
ried through the circulation and produce suppurative foci 
in the various parts of the body. 

Q. Upon what does the treatment depend? 
A. Upon the condition of the gall bladder, upon the 
adhesions and the presence or absence of an acute infection. 
An intense jaundice is a contraindication to any prolonged 
operation. 

(Dr. Murphy). Make the shortest possible operation on 
all jaundiced patients because they bleed freely and on the 
fourth day become marasmic and die. I recall the second 
last case on which I operated the patient almost bled to 
death from the separation of adhesions of the gall bladder. 
The oozing haemorrhage continued notwithstanding re- 
peated cauterization and continued pressure for a week when 
it then ceased and the patient made a good recovery. 
Cholsemia is the predisposing cause of the haemorrhage. In 
the advanced cases there is generally a purpuric eruption. 
Patients in this condition should never be operated. 

What operation will we perform in this case? A cho- 
lecystostomy, a cholecystenterostomy, a cholecystectomy or 
choledochotomy depending upon the pathologic condition 
found when the abdomen is opened. This first mentioned is 
the most frequent operation when the abdomen is opened. 

Beginning at the tip of the ninth costal cartilage I make 
a vertical incision through skin, superficial fascia, muscles 
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MURPHY: SURGICAL CLINIC. 5 

and deep fascia and through the peritoneum. Now I pass 
my fingers in and immediately come upon adhesions. You 
notice I elevate the peritoneum to incise it. I locate the 
duct to the left of the gall bladder. I have taken this pre- 
caution to prevent injuring the bowel which is adherent to 
the anterior abdominal wall. All of the tissues are here 
matted together. Now I come upon a hard mass, irregular 
in outline. I am forcing the adherent bowel out of the way. 
I feel beneath it the contracted gall bladder. It is firmly 
contracted around a gall stone. I will now endeavor to see 
where the obstruction is in the common duct. I feel a large 
stone far down in the duct. If this patient had not had such 
a prolonged cholaemia, manifested by the jaundice, there 
would be only one operation indicated: viz., choledochotomy. 
On account of this cholsemia, with the contraction of the gall 
bladder, there is another indication, viz., cholecystostomy, 
to allow the bile to escape from the liver through the cystic 
duct. I place all around my field of operation a coffer- dam 
of gauze, after which I will anchor the gall bladder to the ab- 
dominal wall and incise it. I recognize a large calculus im- 
pacted in the cystic duct, therefore a longitudinal incision 
will suffice. The gall bladder is secured with forceps and 
the anchor sutures just referred to are inserted where the 
peritoneum or mesocysticus is deflected onto the line. This 
gives the firmest support in securing and retaining the gall 
bladder in position; the needle is passed through the entire 
wall. If we did not have to open the gall bladder immedi- 
ately we would only* have passed this suture through the 
peritoneum and tunica propria. While these stitches are 
being drawn taut I will bring the gall bladder with the for- 
ceps as close as possible to the abdominal wall. I will fast- 
en these and draw the peritoneum over the liver and approx- 
imate the gall bladder to the parietal peritoneum in the 
upper half of the incision. In this latter work my hands 
and instruments are not ooming in contact with the intes- 
tines and stomach, the peritoneal contents have been shut 
off by the coffer-dam of gauze making my field of operation 
practically extra peritoneal. As these sutures have lobe 
subsequently removed I will allow the ends to protrude 
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from the wound. Now we have the gall bladder standing 
out prominently in the field and it is ready for incision. 
There is not much danger of peritonitis on account of these 
loose adhesions; the firm adhesions have been separated. 
The gall bladder is incised; the calculus can be seen. The 
opening must be increased as it is not large enough to allow 
of extraction of the calculus. The stone is grasped with a 
forceps and extracted. I can see from its contour and facets 
that there have been others. The other stone cannot be 
felt by the finger in the gall bladder. I am unable to touch 
it with the forceps, showing that it is separated by an hour 
glass contraction. My work will now be much deeper. I 
must expose the field of operation thoroughly before I can 
remove the other calculus, which is in the common duct. I 
must separate the adherent viscera to be sure that I do not 
cut into the duodenum. Tissues here are difficult of recog-. 
nition on account of the adhesions. As one of the large 
mesenteric veins adherent to the duct is torn, I will close it 
with a fine catgut suture. The calculus is now in view, 
covered by the wall of the duct which I will incise. I frag- 
ment the stone in order to bring it through as small an 
opening as possible. Here are the fragments which show 
it was a very large calculus to have found its way into the 
common duct. Its removal is followed by the escape of 
bile. We have removed the obstruction; the next step is to 
sound the common duct and determine its permeability. The 
liver is full of bile from the chronic obstruction; the small 
bile channels which normally are as small as a goose quill 
are as large as a lead pencil. I now recognize the cause of 
the temperature — the pus is coming out in the field. I pass 
this probe down into the duodenum showing that the duct is 
free. The oozing will be controlled by packing the field 
with gauze around a glass drain which is placed in the com- 
mon duct. The duct v, ill close by granulation as soon as 
the drain and packing are removed. We will drain the gall 
bladder with a Mickulicz. The bile will escape through 
the tube until organic adhesions have formed around this 
packing. As soon as they have formed, usually ten to 
twelve days, the packing is removed. 
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When I first examined this case I believed the second 
stone was down deep in the cystic duct, later I found it had 
passed well into the common duct. I pushed the duodenum 
from its adhesions below and was able to remove it from 
the common duct at its outer end. 

There was very little bleeding in this case. What are 
the dangers of this operation? (1) Peritonitis. There is 
not much danger of this as we are not contending with pus 
in the free peritoneal cavity. The peritoneum is shut off 
below as we have the adhesions of the duodenum prevent- 
ing the escape of this septic material. The greatest danger 
is from capillary haemorrhage on account of the cholaemia. 

Case II. — This patient is Mrs. M. T. C, married, house- 
wife, Canadian by birth, age 52, and was referred to me by 
Dr. Bergeron. 

Family history: Father and mother living and well. 
Two sisters and two brothers living and well. One brother 
dead, she does not know the cause of death. 

Personal history: Married thirty-two years: has seven 
living children. One child died of pneumonia and one of 
brain abscess. Husband died two years ago of dropsy, age 
61. Patient has always menstruated regularly. 

Past illness: Has had pain in her right side since she 
was 40 years of age, but was healthy previous to that and 
has been sick in no other way. 

Present illness: Began probably twelve years ago with 
sudden attacks of pain in the right hypochondriac region, 
lasting from a few minutes to several days. At times the 
pain radiated up to the right shoulder and was of a colicky 
character. During the pain, and following it, she was ex- 
tremely tender over the region of the gall bladder. She has 
suffered much from * 'gastralgia" but has never been jaun- 
diced. She suffers more or less from constipation during 
the attacks and also from suppression of the urine. At 
first she had about one attack every year, but in the past 
six months the attacks have come on about every three 
weeks. 

This case is of a different character from the preceding 
one as she had colics for twelve years, not once followed by 
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jaundice, which is the exception in this class of cases. Once 
she passed a small calculus which was detected by the 
nurse. The attacks are typical: First, pain followed by 
gastric disturbances or indigestion. There is no variety of 
indigestion which presents the train of symptoms in the 
order above enumerated. It is not a true gastralgia. In 
true gastralgia the nausea comes before the pain. In attacks 
of cystic duct obstruction the pain is the first symptom. 
The pain was caused in this case by the impaction of a cal- 
culus in the cystic duct. The gastric symptoms are reflex, 
they may continue three or four days, and they will not 
have jaundice associated with them until the calculus has 
passed out of the cystic into the common duct. In this case 
I can say nothing as to the size of the gall bladder: it may 
be as small as the little finger and hard to find. 

Operation: Incision the same as in case I. The colon 
presents itself in the field and I push that aside and pass in 
a coffer-dam of gauze. I cannot show you the gall-bladder in 
this case as it is situated deep in the cavity. I can just 
reach it with my fingers. This case illustrates beautifully 
the result of chronic infection with contraction of the gall 
bladder. In the bottom of the field I can feel the gall blad- 
der; it, is a hard, resisting, irregular body slightly nodular; 
the wall is firmly contracted down upon what appears to be 
the gall stones. There is no fluctuation. I now observe 
that it is not of the greenish-yellow color we usually see but 
is a white, glistening, smooth body resembling cartilage. 
It is difficult to anchor this gall bladder in any position. I 
turn down and secure the parietal peritoneum in that posi- 
tion to protect the subphrenic space. I now incise the gall 
bladder and find that the mucosa has been destroyed by the 
inflammation and that the gall bladder wall has grown into 
and become a part of the calculus. The gall bladder wall 
must be torn away from its attachment to the calculus, 
which I find is a very difficult task. The mucosa is de- 
stroyed; the cavity will be obliterated by the contraction of 
the cicatricial tissue in the walls. Drainage will be kept up 
while that process takes place. The size of the opening in 
the abdominal wall may be greatly reduced. This case is very 
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interesting as it shows a rare sequence of the inflammatory 
changes in the gall bladder. The suffering has been contin- 
uous; patients of this class are never well. The continued 
contraction of the cicatricial tissue upon the calculus pro- 
duces the disturbance. Exacerbations are frequent on ac- 
count of the changes in the general condition. This may be 
compared to the exacerbations in the case of suppurative 
otitis where patients have bone abscess for years; they usu- 
ally go months and sometimes a year or two without having 
pain. 

Case III. — This patient is M. P., American, schoolboy, 
age 12. 

Family history:' Father living and well; mother died of 
tuberculosis; one brother died of diphtheria; one sister liv- 
ing and well. 

Personal history: Uses no tobacco and drinks moder- 
ately of beer. 

Past illnesses: None. 

Present illness. Two weeks ago patient went to bed 
feeling well. At 2 A. M. the next morning he awoke and 
began vomiting, which continued until 7 A. M. Two days 
later he began to suffer from pain in the stomach which 
lasted several days and became localized in the right iliac 
region. The pain would come and go. Not sensitive to 
pressure. In the attacks he sutfered from fever. Bowels 
regular. You saw the boy four days ago at clinic; at that 
time a diagnosis of appendicitis was made, although the above 
history is worthless as a guide to that diagnosis: the symp- 
toms are not chronologically recorded, yet the order of ap- 
pearance of symptoms is more important in making a differ- 
ential diagnosis than the symptoms themselves. The phy- 
sical examination showed considerable induration in the 
right iliac region, which has now almost disappeared as I 
can press my hand well down into the fossa. This case is 
now in the intermediate stage — the most favorable time for 
an operation for amputation of the appendix. 

Operation: I make my incision to the median side of 
the induration through the rectus muscle, when I get into 
the peritoneal cavity. Here is the caecum; I recognize it by 
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the white fibrous band which runs parallel to the long axis 
of the bowel and I know that by following this white band 
it will guide me to the appendix. I find here soft, friable 
adhesions showing that this patient has recently had an in- 
flammation. We must now wall off this field with a coffer- 
dam of iodoform gauze to protect the general peritoneal 
cavity should we come into a focus of suppuration. As I 
pass my finger outward I feel there are adhesions to the 
anterior parietal peritoneum. I separate the adhesions on 
the lower side and work my way down to the point where I 
believe the appendix is situated. The adhesions are friable 
showing that they have been of recent origin. Now I am 
down in the neighborhood of a granuloma and I will soon 
come to a position where there has been a suppuration. 
Here again is a distinct granulation tissue. The iliac ves- 
sels are now exposed in the bottom of the field. I am still 
separating these adhesions and I am coming onto the posi- 
tion where the appendix is probably located. You see I 
have passed through a long line of adhesions as the mass 
extends down into the pelvis. Here is a granulating surface 
where the stump of the appendix has been situated. There 
is an opening where the appendix was formerly attached to 
the caput coli and where pus has escaped back as the result 
of suppuration: this has been the drainage canal for the 
abscess which formed when the appendix was amputated by 
the pathologic process. The abscess center is recognized 
by this mass of granulation tissue. Before proceeding I 
will close this opening in the caput coli with a Czerny-Lem- 
bert suture. This accomplished we endeavor to locate the 
distal portion of the appendix; here we find a fecal concre- 
tion; this was the cause of the infection, necrosis and ampu- 
tation of the appendix. I now elevate the distal end of the 
appendix, throw a ligature around the mesentery and ampu- 
tate it. A packing of iodoform gauze is left in contact with 
the suture line in the colon which we will allow to remain 
until we are certain organic union will take place. 

Case IV. — Mrs. D. R. L., American, married, age 27, 
housewife. 
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Family history: Father and mother, four brothers and 
four sisters are living and well. 

Personal history: Married seven years. Has one child 
6 years of age. Always menstruated regularly: no miscar- 
riages. 

Past illness: Two years ago suffered from stomach 
trouble. 

Present illness: Two years ago patient while doing her 
household duties had pain in the abdomen, felt nauseated, 
vomited and was chilly. The pain soon localized itself in 
the right iliac fossa. She took to bed and remained there 
for two weeks; while in bed flexion of the right leg relieved 
the pain considerably. From her first attack there has 
always been a localized spot of tenderness over McBurney's 
point. Since this attack patient has had three similar ones, 
the last one eight days ago. In all the attacks, except one, 
her bowels have been loose. Anorexia and fever in all the 
attacks. 

These symptoms show that the patient has suffered 
from recurrent manifestations of appendicitis. We will 
probably find the appendix free from adhesions and passing 
through the reparative stage from the last attack. 

Operation: Incision the same as in previous case. You 
can see shining through this sheath the outer margin of the 
rectus. I separate the muscular fibres with the handle of 
the scalpel. I now see the peritoneum and posterior sheath 
of the rectus in the bottom of the field. I elevate the sheath 
and peritoneum in the center with the tissue forceps and 
palpate to make sure that the bowel is not included in the 
forceps. I divide them on the incline; in this way I cannot 
possibly cut the bowel. Before putting in the coffer-dam I 
push the intestines to the median side to ascertain if the 
appendix is free from adhesions. I pass my finger down the 
outer side of the caput coli and endeavor to locate the ap- 
pendix by the sense of touch without disturbing the caput 
coli. I fiud on examination an induration deep in the fossa: 
I must cover the intestine with gauze in the best way, possi- 
ble. I am not certain what the adhesions include. I will 
enlarge the incision. The adhesions are located down be- 
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hind the caput coli. I feel here a tumor which seems to be 
a large and inflamed appendix; £ have liberated the end and 
find a large appendix in the bottom of the field. As this 
appendix is friable and is apt to break or tear in bringing it 
forward I must exercise great care that it may not rupture. 
My assistant now ligates the mesentery on the outer side. 
The appendix is firmly adherent on the dorsum of the colon; 
I will therefore split the peritoneum of the appendix and 
shell out the mucosa. I will not tear the adhesions from 
the caput coli as it will leave a large abraded surface, but 
will split the peritoneum and fibrous coat and shell it out. 
This is accomplished by passing the scissors along down 
under the peritoneum of the appendix. It peels out of the 
peritoneum and as it does I liberate it clear to the base, put 
on the ligature, cauterize the stump with 75 % carbolic acid 
and then I will sew the rent in the peritoneum and com- 
pletely bury the stump. It might have been possible to 
take that appendix out without dividing the peritoneum but 
it would leave a large abraded peritoneal surface there after 
my operation was completed. Now I have an abraded line 
where I sutured the peritoneum over the stump of the ap- 
pendix. What will we do with this case, drain or close? 
We have seen no pus in the operation and there has been no 
escape of infective material from the appendix, but this pa- 
tient has recently passed through an attack of inflammation 
and as a result we have here in the presence of this field 
lacerated, infected lymphatics which will pour out their 
contents and might set up a fatal infection. I place a tem- 
porary gauze drain over the line of suture in the appendix 
which will be removed in forty- eight hours. I now reduce 
the size of the opening in the abdomen by three rows of cat- 
gut sutures, peritoneal, aponeurosis of rectus and subcuta- 
neous: besides that two provisional sutures which are to be 
tied when the gauze drain is removed. 

Examination of the appendix after removal: This spec- 
imen shows that the appendix has been through an inflam- 
matory attack and is now in the process of repair. It is in 
a granulating stage. You will notice here foci of necrosis 
where the repair is less advanced. This is a" beautiful illus- 
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tration of the early reparative process following an appen- 
dicitis. I wish to call your attention particularly to the 
method which I adopted in removing the appendix: by the 
enucleation procedure I lessened the number of ligatures re- 
quired and reduced the peritoneal abrasions to a minimum. 
This latter I consider a very important point as it lessens 
the liability of a subsequent infection from the lymph chan- 
nels. The peritoneum is protected from the infection the 
same as the skin is protected by a layer of cells, endothelia, 
and unless abraided does not absorb the infected material 
aven though it be present in the peritoneal cavity. Certain 
varieties blister the peritoneum and thus prepare it for rapid 
absorption. These varieties fortunately are not often found 
in recurrent appendicitis. 
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CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Patton, M. D., Professor of Internal Medicine, 
Chicago Policlinic. 

PNEUMONIA. 

Pneumonia, (lobar, croupous, fibrinous) is an acute in- 
flammation of the lungs of infectious origin. It has special 
etiological, pathological and clinical features which distin- 
guish it from other acute inflammations of the lungs. These 
characteristics are so distinctive that it is advisable to re- 
strict the unqualified term pneumonia to the affection under 
consideration. 

Pneumonia may be primary or secondary. In its pri- 
mary form it is most common in the temperate zone and is 
usually sporadic or endemic. It may occur in an epidemic 
form (Sturges and Coupland), especially when accompany- 
ing or following epidemics of influenza. Pneumonia is more 
common in winter and spring, and the monthly variations of 
its incidence follow those of scarlet fever and diphtheria 
(Polsom). Men are more often affected than women (2£ to 1). 
While no period of life is exempt, pneumonia is less fre- 
quent in infancy than in adult life, being most common from 
the second to the fifth decades of life. The time-honored 
idea that pneumonia was a disease of robust constitutions 
only, was due to the fact that this type of individuals ex- 
hibit mainly the sthenic form of the disease and not the 
atypical forms from mixed infections or secondary inflam- 
mations. 

Apparently, the death rate from pneumonia has in- 
creased since 1852, though to some extent this is due to the 
better classification of atypical cases, especially those which 
simulate typhoid fever. 

Etiology. — Pneumonia is due to infection of the lung 
with microorganism. To regard the local conditions 
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simply as the characteristic expression of a general disease 
is no more rational than to attempt to explain the symptoms 
and clinical course of the disease by the altered mechanical 
relations of the heart and lungs without reference to the 
toxic conditions which arise during its course. The exact 
relations of the subsidiary etiological factors 6t pneumonia, 
in lessening the resistance of the individual or in producing 
a favorable culture field for the growth of organisms, are 
questions which are yet largely undetermined. 

The extent to which direct infection or contagion is 
possible in pneumonia, is a matter of discussion. While it is 
evidently not actively contagious in the sense that small- 
pox is, still, numerous reports indicate the possibility of di- 
rect transmission of the infection, especially when the sub- 
ject has been exposed to predisposing causes. 

The names of Klebs. Sternberg, Priedlander, Prankel 
and Klein are most intimately associated with the bacteriol- 
ogy of pneumonia. The work of these observers, together 
with that of Talamon, Weichselbaum and others, has dem- 
onstrated that pneumonia is accompanied by the presence 
and development of microorganisms in the inflamed lung 
tissue but that neither the pneumococcus of Frankel (Micro- 
coccusPneumoniaeCroupos8B,Diplococcus Pneumoniae, Micro- 
coccus Pasteuri, — Sternberg), Friedlander's Bacillus (Bacil- 
lus Pneumonias) or Klein's Baccillus (Bacillus Pneumoniae) 
are invariably present in pneumonia. 

FrankePs pneumococcus is most frequently met with 
and appears to be most pathogenic of pneumonia. It may 
be present in the secretions of the mouth, nose and bron- 
chial tract of healthy individuals. These various organisms, 
together with the streptococcus pyogenes, staphylococcus 
pyogenes aureus or albus and other organisms, may be pres- 
ent collectively or separately in pneumonia. Again, any or 
all of these organisms may be impossible of demonstration. 
Various lesions independent of pneumonia may be caused by 
the pneumococcus.* 

♦According to Pearce the pneumococcus Is invariably present in lobar pneu- 
monia and its complications. Its presence in pure culture in the majority of cases- 
indicates its ^etiological relations. General infection, in fatal cases, is quite fre- 
quent and therefore of considerable importance both from a bacteriological and a 
clinical point of view. 
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Exposure to cold, mechanical injury or chemical injury 
of the lung does not directly produce pneumonia. 

Climatic conditions have much to do with the preva- 
lence of pneumonia. From November to March is the pe- 
riod when pneumonia is most apt to occur. The sudden 
changes of temperature, and the great degree of atmos- 
pheric moisture common to this period, are particularly 
favorable to the development of pneumonia. The low tem- 
perature and dry, penetrating winds of high altitudes may 
favor the occurrence of pneumonia. Duerck has shown that 
in persons dead from other diseases than pneumonia, the 
lungs may contain bacteria similar to those found in pneu- 
monia, especially the diplococcus pneumonias; that injec- 
tions of bacteria into the trachea of animals was not fol- 
lowed by pneumonia unless irritating substances were also 
injected, which latter, on exposure to cold alone, also 
caused pneumonia. Eshner thinks the harmful effect of 
cold depends on the resulting hyperemia of the lungs. The 
fact that the pneumococcus can lose its virulence and then 
revert to its original type, biological characteristics and 
virulence (Kruse and Panisi, Eyre and Washbourn) may ex- 
plain some features which seem irreconcilable with the bac- 
terial origin of pneumonia. 

Overwork, bodily injury, mental exhaustion, poor food, 
alcoholism, etc., may predispose to the development of 
pneumonia. Bright's disease, typhus fever, typhoid fever, 
erysipelas, rheumatism and influenza are the diseases most 
frequently predisposing to secondary pneumonia. During 
the last few years influenza has been especially prominent 
as a factor in the causation of pneumonias which have been 
marked by the atypical nature of their course and the mixed 
character of their infections. 

Pneumonia is apt to recur in persons who have once 
been affected with it. 

Morbid anatomy. — Pneumonia occurs more often in 
one lung than in both, the right lung being most often af- 
fected (2 to 1). In the majority of cases the disease begins 
in the lower portion of the lower lobes and spreads so as to 
involve a portion, the whole, or even more than a single 
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lobe. It may, however, begin at any point and involve any 
amount of tissue. It is frequently confined exactly to the lim- 
its of a single lobe. The middle lobe of the right lung is 
seldom affected except in association with other portions of 
the same lung. In children the apices are affected more fre- 
quently than in adults, the left lung being'also more often in- 
volved. 

The pleura over the inflamed area is usually involved 
and inflammation of the pericardium, bronchial glands, med- 
iastinal tissue, peritoneum and meninges are frequent accom- 
paniments. 

The inflammatory process in pneumonia consists of three 
stages: the stage of engorgement; the stage of red hepa- 
tization and the stage of gray hepatization. 

Engorgement. In this stage the lung is exceedingly vas- 
cular and there are the ordinary changes in the vessels 
characteristic of inflammation. The lung is dark red and 
its specific gravity and absolute weight are increased; its 
elasticity is lessened, it is less crepitant and more friable 
than normal and pits on pressure. Sticky, frothy, reddish 
fluid exudes on section. 

Red Hepatization. In this stage there is exudation of 
liquor sanguinis and migration of blood cells into the lung 
tissue. Extravasations of blood may occur from the rup- 
ture of small vessels. The exudation coagulates in the air 
cells and terminal bronchioles forming a semi-transparent 
coagulum entangling leucocytes and red corpuscles in its 
meshes. The fibrin filaments are most numerous in cases 
due to the diplococcus pneumoniae (Wichselbaum). Mononu- 
cleated leucocytes are as numerous as multinucleated, and 
pneumococci may be present in both. 

The lung is increased in size and may show the impres- 
sion of the ribs. It is heavier than in the first stage, solid, 
sinks in water and cannot be inflated. The pleura covering 
the inflamed area is opaque and covered with lymph. The 
prominent, firm, dark area of inflamed lung can be recog- 
nized before section is made. The lung tissue does not 
crepitate, is friable and tears with a granular fracture. The 
coagulations project from the alveoli and bronchi and can 
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be lifted or pulled out. There is irregular hyperemia of 
the adjacent tissue but no lobular involvement. Beyond 
swelling and granulation, the alveolar epithelium sustains 
little change as, also, do the wails aside from containing a 
few leucocytes. The color of tne lung is dark reddish- 
brown, grayish or marbled. 

Gray Hepatization. In this stage the leucocytes fill the 
alveoli and infiltrate the alveolar walls whose epithelial 
cells have become more swollen and granular. The tissue 
has a uniform appearance having lost the granulations of 
the first stage. Disintegration of the fibrin, decolorization 
of the red cells and fatty degeneration of the white cells oc- 
cur, with, in advanced cases, partial destruction of the al- 
veolar walls. 

The weight, density and friability of the lung is in- 
creased; its tissue is soft and pulpy. A puriform liquid ex- 
udes from the cut surface and the color becomes irregularly 
gray or yellowish white owing to fatty degeneration of the 
cells and to post mortem expression of blood (Rindfleisch). 
Advanced stages of gray hepitization have been termed 
"purulent infiltration" and "suppuration" of the lung. 

These stages of the morbid process in pneumonia pro- 
gress irregularly in different portions of the lung and may 
advance rapidly or slowly. The bronchi of the affected 
area are more or less inflamed and contain a blood-stained 
mucus or a dark, watery exudation if the lung is oedema- 
tous. 

The blood of a pneumonic patient, when drawn, coagu- 
lates slowly. The red corpuscles having settled, the clot 
has a "buffy coat." This condition (hyperinosis) is not char- 
acteristic of pneumonia. A greater or less degree of leu- 
cocytosis (Piorry) is usually present. According to Cabot, 
leucocytosis is present early and continues throughout the 
febrile period; it diminishes just before or at the crisis and 
disappears gradually after the fall of temperature; if infec- 
tion is slight and reaction vigorous, leucocytosis is slight; 
if infection is marked and reaction also, leucocytosis is con- 
siderable; if infection is marked and reaction is slight, leu- 
cocytosis is absent. In other words, leucocytosis may be 
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regarded as evidence that the system is putting forth an 
effective struggle against the infection. 

Pneumococci may be found in the blood. Their pres- 
ence there gives, according to Kohn, an unfavorable prog- 
nosis as there may be a "pneumococcus sepsis" as a cause 
of death. 

The morbid process in the lung in pneumonia may ter- 
minate in resolution, abscess, gangrene,, or cirrhosis of the 
lung. 

Resolution is effected through degeneration and absorp- 
tion of the inflammatory products. It is doubtful if re- 
covery ever ensues from advanced stages of gray hepatiza- 
tion. According to Weismayer the presence of streptococci 
should lead us to expect delayed resolution. 

Abscess is a rare result of pneumonia. Pye-Smith con- 
siders it extremely rare, and undoubtedly it is, as a direct 
result of fibrinous pneumonia, but as a secondary result 
either of circumscribed gangrene or of delayed resolution 
from associated pleurisy or empyema, particularly in connec- 
tion with mixed infections, abscess is occasionally found as 
a result of pneumonia. 

Gangrene is very rare and occurs in debilitated subjects 
from coagulation of blood in the pulmonary or bronchial 
vessels, extensive extravasations of blood or from septic 
conditions of the inflammatory products. 

Cirrhosis. In delayed resolution in pneumonia the al- 
veolar walls may become involved in a new growth of fibro- 
nucleated tissue which may very rarely develop into a 
fibroid induration or interstitial pneumonia of varying ex- 
tent (Addison's "marbled induration"). As a result of 
croupous pneumonia, however, this termination is very 
rare. 

Clinical history. — While in some instances the de- 
velopment of pneumonia may be preceeded by irregular 
pains, anorexia, and general malaise, and, in cases of mixed 
infection, the development may be slow and indefinite, in 
the majority of cases of typical pneumonia the onset is 
sudden,. preceeded only by headache or a nervous chilliness 
or shivering. Sudden pyrexia followed by sudden and se- 
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vere rigor in adults, or vomiting or convulsions in children' 
marks the incidence of the disease. When the chill has 
passed the patient is prostrated and the headache may con- 
tinue. The skin is hot and dry, the pulse quick, the tem- 
perature reaches from 103° to 104° P. within a few hours. 
Pain in the affected side may be very acute and may be the 
chief source of distress. It is increased by breathing, 
coughing or movement. There is short, irritating, hacking 
cough usually most troublesome in apical pneumonias and 
in children. The breathing is rapid, panting in character 
and shallow if there is much pain. A marked feature of the 
clinical history is the change in the pulse-respiration rate, 
the normal ratio of 4-1 being altered to 3-1 or 2- 1, so that a 
pulse rate of 90 may accompany a breath rate of 40. There 
is slignt morning remission and evening exacerbation of 
temperature. The urine is scanty, dark, of high specific 
gravity; the urea and uric acid are increased, the chlorides 
diminished and it may contain albumen, blood and fibrinous 
casts. 

The sputum is at first frothy and scanty but soon be- 
comes viscid and tenacious. It sticks to the mouth or lips 
and adheres to the sputum cup. It usually assumes a char- 
acteristic rusty-brown color but may be thin and of a dark 
brown hue (prune- juice expectoration). The sputum con- 
tains blood corpuscles, epithelial cells, mucoid cells, granu- 
lar cells, oil globules and sometimes casts of the finer 
bronchi.* 

The face, especially the cheeks, is flushed and of a 
dusky-red or purplish color. In some cases dyspnoea and 
cyanosis may be marked, though the latter may be present 
without the former. 

In typical cases, for a period of from five to ten days, 
there is little change in the patient's condition beyond cessa- 
tion of pain and headache, lower tension of the pulse, less 

•Chemically, the sputum is marked, during the febrile period, by the absence of 
alkaline phosphates, excess of potash over soda, excess of sulphuric acid (Bam- 
berger),^ percent, of fixed salts as compared with 18 per cent.in normal mucus— the 
greatest increase being in the sodium chloride. During resolution these charac- 
eristics disappear.— Fowler. 
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flush in the cheeks, disturbed sleep with irregular delirium, 
brown and dry tongue with dry and fissured lips, more or 
less tenacious sputum and in some cases a small collection of 
herpes labialis or facialis. At any time from the third to 
the tenth day, but usually from the fifth to the eighth day, 
there occurs the "crisis."* 

The first sign of the crisis may be a great change in the 
general aspect of the patient, a transition from great an- 
xiety, restlessness or delirium to calmness and assurance of 
recovery such as occurs so suddenly in no other disease. 
The patient sleeps; the skin becomes moist or there may be 
profuse perspiration; the temperature falls to 98° or 97° 
and the pulse to 60 or less; dyspnoea and delirium disappear. 
The temperature rises on the following day to 99. 5 Q or 100° 
and then falls to normal or slightly below for the first days 
of a convalescence which usually occupies from two to three 
weeks. 

This typical clinical course is subject to very great va- 
riations in the various clinical types of identical infections, 
infections of different nature, mixed infections and from 
complications. 

Among the most dangerous of the irregular forms of 
pneumonia in which special forms of infection cannot be 
demonstrated are the secondary pneumonias which compli- 
cate typhoid fever, typhus, relapsing fever, small-pox, ery- 
sipelas, septicaemia and sometimes diphtheria or scarlatina, 
nephritis, diabetes, alcoholism, cardiac disease and those 
which occur after surgical operations. In many of these 
instances the pneumonia can be demonstrated as of a septic 
type, but often this cannot be done. These pneumonias are 
marked by absence of rigor, gradual and irregular rise in 
temperature, absence of pain though pleurisy may be ob- 
served on physical examination, absence of expectoration 
and of the characteristic condition of the urine. They are 
essentially latent in type, convalescence is protracted and 
the mortality rate is high. 

♦The crisis occurs most frequently on the seventh day from the initial rigor (22 
percent.), on the fifth day in 15-16 per cent., sixth or 'eighth days in 12 per ceut., 
ninth day in 10 per cent., and in all cases between the fifth and ninth days in 74 
per cent.— Fowler. 



Digitized by 



Google 



22 PATTON: PNEUMONIA. 

Primary pneumonia may also show great variation in 
its clinical course, in the character of the onset which may 
be marked by great restlessness or delirium especially in 
debilitated or alcoholic subjects or in apical pneumonia es- 
pecially in children. The expectoration may be mucopuru- 
lent, greenish or bloody (hemorrhagic pneumonia) especially 
in old people. 

The crisis may occur with slight fall of temperature 
which rises again to its previous height and defervescence 
may occur by lysis or there may be no critical period. 

The temperature may rise gradually or suddenly and 
then vary from 101 Q to 103°, defervescence being by lysis. 
Great variation is shown in the temperature charts of irreg- 
ular cases. In some degree the temperature shows the 
vital resistance of the individual. 

Gastro-intestinal symptoms may be marked. Vomiting 
at the onset is common in children. Diarrhoea may be 
troublesome at the outset or at the crisis, especially in septic 
pneumonia. 

Among the types of pneumonia which present charac- 
teristic departure from the ordinary course of the disease is 
latent pneumonia which occurs in debilitated subjects and in 
the aged. The clinical course of this type and the physical 
signs are so indefinite that a diagnosis is often deferred 
until post mortem. Migratory pneumonia is a form of the 
disease in which there is successive invasion of other por- 
tions of the lungs co-incidently with resolution in the por- 
tions primarily affected, each invasion being marked by the 
usual clinical features of the disease. Epidemic pneumonia 
is met with apart from the influenza pneumonias (Pox, 
Whitelegge, Sturges and Coupland). Particular epidemics 
are characterized by special clinical features as a rule. 
Bilious pneumonia is a type which is said to be associated 
with pneumonia of the right lung and not to affect the course 
or prognosis of the disease (Pye-Smith). My own exper- 
ience in this regard is directly contrary to this opinion. 
According to Banti the icterus is due to accidental haemo- 
lytic action of the diplococcus and is therefore hsemogenic. 

The clinical course of the following case would agree 
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with the hsemogenic theory of the origin of the icterus- 
Maq aged 56 years. Height 5 feet, 8 inches, weight 215 
pounds. Manufacturer. Had syphilis twenty years pre- 
vious to present illness. Subsequent health good. Present 
illness of five days duration, began with slight chill. The 
temperature reached 102° on the second day but never ex- 
ceeded that point. No pain, little cough, no expectoration, 
moderate delirium. Examination showed complete consoli- 
dation of lower lobe of right lung. The bowels were loose, 
three to four small, thin, dark but not offensive passages 
daily. On third day of illness developed jaundice which 
gradually became quite marked and of a brownish-yellow 
hue. The pulse was above 1 10 and feeble. Delirium and 
stupor continued. Pulse became more rapid. Jaundice 
persisted. Death on seventh. day. 

Various other types of pneumonia are described, such 
as typhoid, recurrent, pathogenic, cerebral, intermittent, 
ephemeral, alcoholic, senile, etc., but they have no features 
not common to irregular forms of any of the regular types 
of the disease. 

Among the irregular forms of pneumonia which are due 
to a different form of infection and in which the pneumo- 
coccus has a subsidiary part or is absent altogether, is the 
influenza pneumonias and septic pneumonia. Since the ad- 
vent of influenza in epidemic form, many cases of pneumonia 
have followed an irregular course marked principally by er- 
ratic clinical course and indefinite physical signs. The fol- 
lowing case may be classed as one of influenza pneumonia: 

Young woman aged 24 years. Previous health good. 
March 29th, 1896 was taken ill with fever and slight <3ough. 
No chill. Temperature 101°. No pain, tongue slightly 
coated, no flush on cheeks, no physical signs. On the 22nd, 
slight dullness over lower lobe of left lung. On the 24th 
the dullness was marked and faint bronchial breathing 
could be heard. The limits of the inflamed area could not 
be determined. The sputum was scanty, mixed with air and 
never rusty. It contained numerous organisms which cor- 
responded morphologically to the characteristics of the in- 
fluenza bacillus. No pneumococci were found. 

The course of the disease was protracted. The temper- 
ature remained about 101° until the 3rd of April when it be- 
gan to decline, but did not reach normal until the 10th of 
April. The physical signs began to clear as the tempera 
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ture declined but the breathing was diminished for some 
time after the temperature had subsided. 

Septic pneumonia may occur in connection with puer- 
peral or surgical sepsis or pyaemic conditions from any 
cause. In some cases its origin is difficult to determine. 
The following case was probably due to infection through 
the intestinal tract; 

Professional man, aged 45 years. Height 6 feet, 1 inch; 
weight 210 pounds. Athletic, vigorous constitution. Had 
been overworking for two years. Was taken sick on Tues ■ 
day. I saw him first on Sunday. The temperature had 
ranged from 101 Q to 103°. Pulse 110 to 120. Moderate 
diarrhoea, slight delirium. There was no pain in the chest, 
no cough or expectoration. Headache was constant. 

At the base of the right lung there was slight dullness 
and harsh breathing. The abdomen was slightly tympani- 
tic and tender. Widal's test and the Diazo reaction were neg- 
ative. By Tuesday the temperature was 104°, pulse 120 and 
the signs of consolidation in the right lower lobe were con- 
clusive. There was moderate leucocytosis. The sputum 
was scanty, frothy and contained a very few pneumococci, a 
number of staphylococci and a few influenza bacilli(?). 
There was no special change in the patient's condition for 
six days, the temperature varying from 101° to 104° and 
the pulse from 110 to 120, the delirium continuing as did the 
slight cough, expectoration and irregular diarrhoea. At 
the end of six days the temperature began to decline and 
after switching between 99° and 102 c for five or six days 
reached the normal and improvement was then slow but 
steady. The illness was followed by marked mental and 
physical exhaustion from which recovery was gradual. 

The mixed inlections whose organisms are associated 
with the pneumococcus either from the beginning of the at- 
tack or during the course of the disease, cause marked ir- 
regularity in the clinical history of pneumonia, as is exhib- 
ited in the following case: 

Miss S, aged 22 years. School-teacher. Taken sick 
November the 15th with a typical attack of pneumonia. The 
temperature ranged.for the first six days, from 102.5 Q in the 
morning, to 103. 4 Q in the evening. The patient was very 
restless. On the seventh day the temperature was 101.8° 
and 10.2° and the patient seemed better though there was no 
perspiration. The pulse was five or six beats faster and 
the respiration about the same (45). Examination at this 
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time showed commencing resolution in the left lung which 
had been involved. The right lung was clear. Eighth day, 
temperature 103°; ninth day, 103.6? and 104.2 Q . Examina- 
tion showed that resolution was progressing in the left lung 
and that there was no evidence of pleural involvement. Un • 
derneath the spinal border of the right scapula there was a 
patch of lobular pnuemonia which was not there on the 
seventh day. Examination of the sputum at this time 
showed pneumococci in abundance, a great many staphylo- 
cocci and a few streptococci. On the 13th day the patient 
commenced to perspire, the temperature was 101. 2 Q and 
100. 6°, and on the 14th day 98.8° and 97.8 U . The respira- 
tion and pulse were unusually rapid at this period, being 46 
and 100 respectively. A slow but steady convalescence 
ensued. 

The complications which are most likely to modify the 
clinical course of pneumonia are pleural effusion, empyema, 
pericarditis, endocarditis, myocarditis, meningitis, paroti- 
tis, bronchitis, emphysema, valvular lesions, nephritis and 
colitis (Bristowe). 

Pleurisy is considered as part of the history of pneu- 
monia by some observers and though some degree of pleu- 
ral inflammation is usually present it isnotinvariably so and 
for clinical purposes pleurisy may be regarded, when it can 
be recognized, as a complication. Pleurisy with effusion is 
present in about 25 per cent. of the fatal cases. Pneumococ- 
ci are generally found in the exudation. The pleurisy may 
come on at the time of hepatization (para-pneumonic — 
Lemoine) and the exudation is then apt to be serous. In 
children and young people the pleurisy is apt to be purulent 
and come on at, or immediately after, the crisis. [In a re- 
cent case of apical pleuro-pneumonia in a child, the acute 
pleurisy apparently subsided, but after the crisis the tem- 
perature immediately returned to 10.2° and empyema devel- 
oped.] 

Pericarditis is a grave complication, (one-half ^ases fatal 
— Huss.) It may occur when any portion of either lung is 
affected. Pneumococci are found in the exudation. The 
crisis of the pneumonia is incomplete and the febrile period 
prolonged. Ulcerative endocarditis may complicate pneu- 
monia (11 per cent, of fatal cases. — Osier) and pneumococci 
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are found in the vegetations. Acute and chronic endocar- 
ditis frequently complicate pneumonia, the latter in 17 per 
cent, of fatal cases and occurring most often in connection 
with pneumonia of the right lung. Myocarditis may be 
expected in connection with all severe cases of pericardi- 
tis or endocarditis associated with pneumonia, but it also oc- 
curs independently, from toxaemia, and is evidenced by 
oedema of the lung. The latter condition is present in fifty 
per cent, of the fatal cases of pneumonia. Bronchitis and 
empyema are frequent complications. The former may 
be especially dangerous. 

Parotitis occurs at or after the period of crisis, usually 
in elderly people. Suppuration is the rule and gangrene 
may follow. Meningitis is a rare but usually fatal compli- 
cation of pneumonia. Other complications are met with 
which modify the clinical history chiefly in regard to the 
period of convalescence. 

Death from pneumonia, rarely occurs before the fourth 
day of the disease. The period of greatest danger is from 
the fifth to the ninth day. When the crisis is delayed or 
the temperature drops a degree or two and then returns to 
its former height, search should be made for some disturb- 
ing element. Exclusive of infants, the death rate steadily 
increases as age advances. Hospital mortality is greater 
than that of private practice. As to children, opinions dif- 
fer. Females show a greater mortality than males (in 33. 
606 cases; males 19.4 per cent., females 28.7 percent., — 
Wells). Various statements are made regarding the gener- 
al mortality of pneumonia. If statistics prove anything 
they show that pneumonia is a fatal disease. [The statis- 
tics of Dr. E. P. Wells— Jour. Am. Med. Ass'n, June 9, '92, — 
233,780 cases of pneumonia collected from various sources 
show a mortality of 18.1 per cent. Recent figures furnished 
me by Dr. Wells bring the total number of cases up to date 
to 366,544, with a mortality of 17.6 per cent. 

According to Osier the mortality statistics are uniform 
and, apart from complications, death is due to toxaamia or 
mechanical interference with the heart or respiration. In 
sudden death the action of the specific toxins on the heart 
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center is more important than the effect t>f fever on the 
heart. 

Symptoms and diagnosis.— A few hours after the 
onset of pneumonia the patient presents a somewhat char- 
acteristic appearance. He lies on his back if the disease is 
central or basic, or on the side if there is pleurisy and much 
pain. His expression, in the former instance, may be rath- 
er dull and apathetic, while in the latter case it will be anx- 
ious and he will be restless. The skin is hot and burning, 
the face flushed and the cheeks, over the malar prominences, 
will be red or purplish. The alae nasi dilate with respira- 
tion which is short, quick and panting in character. The 
full, strong pulse, high temperature and short, hacking 
cough complete a picture of serious illness which the physi- 
cal examination, at this time, fails to corroborate. In no 
other disease will a person be so ill and yet, apparently, 
have so little the matter with him, as in the first stage of 
pneumonia, except, perhaps, some types of influenza. Al- 
butt says that a "sure diagnosis can be made from the as- 
pect of the patient, the pain, the sputum, the urine and the 
fever, without the aid of percussion and auscultation." 
Nevertheless physical examination remains the only method 
of ascertaining the exact nature, location and extent of the 
disease. 

Within a period, which varies with the type of the dis- 
ease, of from a few hours to the second day after the onset, 
we can detect evidence of the morbid process in the lung. 
Inspection, palpation and percussion are usually negative 
though there may be slight restriction of motion, and per- 
haps slight dullness On auscultation over the inflamed 
area the respiratory murmur is suppressed as compared 
with other portions of the lung. It may be slightly harsh 
and later becomes broncho- vesicular in character. Just 
before or coincidently with these indefinite signs we may 
be fortunate in hearing the diagnostic sign of the first stage — 
the crepitant rale ("le signe pathognomonique du premier 
degr6 de la p6ripneumonie" — Laennec.) This sign lasts but 
a short time and is frequently not heard at all. The indi- 
viduality of the crepitant rale has been denied by some ob- 
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servers, it being identified with pleuritic sounds by them. 
It is, however, entirely distinct from pleuritic friction. 
Crepitant rales take place immediately at the end of the 
audible inspiratory sound and occur as a bunch of very 
fine crepitations occupying but a second of time and pro- 
ducing on the ear an impression of numerous, individual but 
simultaneous sounds, similar to the impressions made on the 
eye bv the numerous but individually distinct lights of a 
Roman candle at the immediate time of explosion.* When 
heard a few times this rale is readily recognized and is sim- 
ulated only by the rale of oedema, from which it is distin- 
guished by its later occurrence and the more liquid quality 
and scattered occurrence of the rales of oedema. 

By the third or fourth day the signs of consolidation be- 
come well marked. Motion is much decreased. Fremitus 
may be increased, or absent if there is much tissue involved 
and little air in the lobe. Percussion gives a dull, high- 
pitched note. On auscultation the vesicular sound is en- 
tirely lost and the breathing is bronchial in character— soft, 
high-pitched and blowing in quality and distant from the 
ear. If, however, a large portion of a lung is involved and 
the tubes are filled with mucus, bronchial breathing may be 
entirely absent. Bronchial breathing is plainest during ex- 
piration, and in central pneumonias may, perhaps, be heard 
only during that portion of the respiratory act. 

Bronchophony is well marked in this stage and in some 
cases modified pectoriloquy may be heard. The breathing 
in the uninvolved portion of the lung is exaggerated. These 
physical signs, together with the high temperature, charac- 
teristic pulse and other symptoms, continue until the crisis 
is reached. When this has occurred if we examine the lung 

♦The physical explanation of the crepitant rale is-ever In dispute. It Is gen- 
erally taught that It is due to the separation, by the air, of the walls of the terminal 
bronchial passages or the alveoli. This is objected to by those who hold that the 
air enters those passages only by diffusion. They claim that the crepitant rale is a 
moist, bubbling rale. It would appear that the time of occurrence of the crepitant 
rale and the absence of a moist quality is not consistent with the latter theory, for t 
if the air Interchanges in the smaller passages by diffusion alone the air cannot 
produce a rale at this particular time. Moreover we would call attention to the 
possibility of Introducing oils directly into the alveoli by the inspired air (Thomas, 
Jour, Am. Med. Ass* n.— May 28, 1898.) 
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we find the local conditions unchanged and it appears sur- 
prising that such a remarkable change should occur in the 
general condition of the patient and the local condition in 
the lung remain apparently unchanged. The phenomenon 
of the crisis in relation to the local condition of the lung is 
an effective argument in behalf of the toxic origin of the 
general symptoms of pneumonia. 

About, or shortly after, the crisis examination of the 
lung will show moist crackling rales (rales redux) at the 
periphery of the portion first consolidated. More air is 
heard entering the affected lung, the rales spread all over 
the affected area and resolution is well under way. Dullness 
will disappear within a few days unless pleural exudation or 
interstitial pneumonia maintain the percussion pitch. Many 
modifications in the physical signs may occur. The clear- 
ness with which they present will depend on the absence of 
pleural exudation and adhesions and on patency of the tubes 
leading to the consolidated area. When the tubes are con- 
solidated no signs beyond dullness and loss of motion may 
be obtained. 

The most unfavorable symptoms in pneumonia are a 
rapid, weak pulse, especially if the second pulmonic sound 
becomes gradually more short, snappy and intense; an ir- 
regular or intermittent pulse; cyanosis and rapid breathing, 
though cyanosis does not always depend on the mechanical 
obstruction in the lesser circulation but bears some relation 
to the toxaemia. Tympanitis, hiccough, subsultus ten din- 
urn, delirium, and hyperpyrexia are unfavorable symptoms. 
Apical pneumonia and double pneumonia of the bases are 
most likely to show unfavorable departures from the usual 
course of the disease. 

Among those conditions whose physical signs simulate 
pneumonia, is pleural effusion, which is identified by the 
greater loss of motion, greater compensatory motion, apex 
displacement, loss of fremitus, flat percussion note with 
curved upper line of dullness, better marked sub clavicular 
Skodiac resonance, absence of vocal sounds over fluid, or at 
least a modified form of pectoriloquy or egophony, espec- 
ially in children. (Tubular breathing may be heard on the 
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left side at the lower angle of the scapala when the lung is 
much compressed by the fluid.) The affected side, is usually 
increased in size in pleursy with effusion. 

Aggregated areas of tubercular consolidation may simu- 
late pneumonia, but its course and the sputum examination 
will decide. Large infarctions with pleural effusion may 
resemble pneumonic consolidation. The erect position of 
the patient, the severe and sudden dyspnoea, and probably 
the presence of chronic heart lesion will aid the di- 
agnosis. 

The asthenic, septic form of pneumonia may be mistaken 
for typhoid fever. Widai's test, and the presence of leucocy- 
tosis in pneumonia, will help differentiate if the physical 
signs are not conclusive before these tests are reliable. 

Meningitis in children simulates pneumonia before the 
development of physical signs in the latter disease. In 
meningitis the cry, the attitude, retraction of the head and 
abdomen, the cerebral type of vomiting, intolerance of light 
and the simultaneous occurrence of headache and delirium, 
will distinguish it from pneumonia. 

(Edematous crepitation may be mistaken for pneumonic 
crepitation. They are more widely disseminated, softerand 
more liquid in« quality and are not followed by signs of com- 
plete consolidation. 

Treatment. — In view of the mortality rate of pneumo- 
nia its treatment becomes a most important matter. As an 
infectious disorder of self-limited course it is evident that 
the natural tendency is toward recovery which would occur 
in all cases if we could avoid certain contingencies. This 
fact is only emphasized by the low mortality rate, under 
widely different methods of treatment, obtained in certain 
series of cases by different observers. That these contin- 
gencies do not depend on the extent or stage of the pulmo 
nary lesion is shown by the rapidity of the post-critical 
change in the general condition of the patient and the fact 
that the mortality rate shows no direct relationship to the 
degree of pulmonary involvement. Aside from the compli- 
cations due to identical or associated infections we must 
consider then, that the phenomena of the disease, aside from 
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the local condition of the lung, as well as most of its dan- 
gers, are due to toxaemia. 

The phenomenon of the crisis is generally admitted to 
be due to the development, during the course of the disease, 
of an anti-toxin, and experimental work has lately been di- 
rected towards the production of an artificial serum contain- 
ing these anti-toxic properties. The Klemperes, Bonome, 
Emmerich and others have proved the possibility of protec- 
tion from pneumccoccus infection in aninals by the use of 
immunized serum. Washbourn has succeeded in producing a 
standardized serum from which he reports good results, De 
Renzi and others report favorable results from similar 
serums. While the outlook is favorable for the production 
of a serum with which we may mitigate the severity of the 
disease, if, indeed, we may not cut short its course, the 
matter of serum therapy in pneumonia is entirely in 
an experimental stage at present. In the meantime we 
must adhere to a more or less expectant plan of treatment 
into which routine, dogmatic methods of cold baths, hot 
baths, ice coils and heroic dosing of any sort must not be 
allowed^to overshadow individual indications. Our main 
efforts should be to lessen the effect of the toxins on the 
heart and nervous system and to keep up elimination. 

The diet of the pneumonic patient should be light and 
easily assimilated. Milk is best buc soups, broths or any of 
the concentrated foods may be used. The forced feeding of 
large quantities of food is very objectionable as it is apt to 
result in digestive disturbances which interfere with the 
action of the diaphragm. In an adult, not over two quarts 
of milk should be allowed in twenty- four hours. The food 
should be given about every four hours. 

The patient's chest should be covered with a wadding 
jacket cut in two sections and pinned over and under the 
arms. 

During the first stage of the disease we must allay the 
general nervous and vascular excitement. Aconite and ver- 
atrum viride are the best remedies for this purpose. I pre- 
fer the former as being safer and fully as efficient as the 
latter. Ten grains of sodium bromide; one half drop of 
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tincture of aconite root and twenty drops of liquor of the 
acetate of ammonia or of sweet spirits of nitrous ether, 
every two hours, makes a useful combination for this stage. 
If much pain is present there is no objection to a hypoder- 
mic of morphine or the addition of % grain dose of codeine 
lo the above mixture. If the skin is dry and burning and 
there is headache, three grains of phenacetine with two 
grains of sulphate of quinia (in capsules) every three or four 
hours will relieve these conditions as well as modify the 
temperature if it is high. If there is severe pleurisy pain, 
especially in the apical pleuro-pneumonias of children, a 
hot poultice will give much relief. There are objections, of 
course, to their unskillful application, but these do not apply 
when a little care is taken. 

It is well to begin the treatment of a case with moderate 
calomel purgation. The bowels should not be allowed to 
become constipated at any stage, especially if the patient is 
,on a milk diet, as the dry feces may become impacted in the 
rectum and have to be dug out. Teaspoonful doses of Hus- 
band's magnesia will be useful for a laxative during the 
progress of the case. 

The cough and expectoration may be made easier by 
giving from five to seven grains of muriate of ammonia, one- 
sixth of a grain of codeine and twenty drops of liquor of 
the acetate of ammonia in syrup of tolu every two or three 
hours. It is well to continue this throughout the disease 
and to combine with it five grains of potassium acetate to 
promote elimination by the kidneys, \he codeine being left 
out if necessary. Plenty of water should be allowed the 
patient between the hours of feeding. Tepid sponge baths 
should be given twice daily. The patient's mouth should 
be rinsed frequently with equal parts of Marchand's peroxide 
of hydrogen and water. 

The temperature heed cause no alarm unless it keeps 
persistently in the neighborhood of 105° F., which is seldom 
the case if the capsules mentioned above are used. If it does 
we may resort to cold baths, cold applications, or ice coils 
as is deemed best. The heart should be carefully 
watched. The strain is on the right ventricle and can be 
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best judged by the force of the second pulmonic sound- 
When this becomes louder, more snappy and high-pitched r 
the right side of the heart needs support. This aid is best 
given by strychnia. It is good policy to begin the adminis- 
tration of strychnia early, giving ^ of a grain three or 
four times in twenty-four hours. When the right heart 
shows strain the strychnia should be pushed, giving ^ of 
a grain every two to four hours by hypodermic. In desper- 
ate cases V* of a grain may be given every two hours.. 
One young man,seen in consultation, took, from the sixth to* 
the ninth day, -f z of a grain of strychnia every two hours 
night and day, and during a portion of this time ^ every 
hour for six doses. One to two ounces of whiskey was also 
given every two hours for a portion of the time. He re- 
covered. 

Digitalis may be used con jointly with the strychnia, in 
which case digitalin is preferable, using about ^ of a 
grain every four to six hours. As a rule I have not em- 
ployed digitalis except in cases of pneumonia associated! 
with chronic cardiopathies. If, after the fourth or fifth 
day, the pulse tends to become faster and the patient rest- 
less or delirious, whiskey in ounce doses should be given 
with the strychnia every two to four hours until the crisis 
is reached. I find, however, that I have used whiskey very 
seldom. At the time of crisis if the temperature falls below 
98° P., and the pulse is weak and there is profuse perspir- 
ation, a couple of ounces of whiskey in hot water, dry fric- 
tion of the body and a hot, dry blanket will aid matters 
materially. 

Venesection is seldom employed at present. There are 
times, however, when it is useful. In the first stage of 
sthenic cases with a full, high-tension pulse and great rest- 
lessness, the abstraction of a few ounces of blood will give 
great relief. Again, in the latter stage, when there is much 
lung tissue involved and the mechanical strain on the right 
heart is great, venesection may be much safer and quicker 
than to attempt to drain the blood into the peripheral vessels 
by the vaso- dilators, especially as these drugs are de- 
cidedly-dangerous at this stage of the disease. 
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Oxygen gas is of great utility in pneumonia, both in 
those cases where dyspnoea and cyanosis seems to depend 
largely on the reduction of breathing space, and in those 
where prostration is so great that the labor of breathing is 
telling on the vitality of the patient. While I cannot say 
that I have known oxygen to be the direct means of saving 
life, I am sure it has prolonged life in a number of instances 
and in others has done much towards tiding the patient over 
the dangerous period. Nitro glycerine is a remedy which, 
if used at all, should be restricted to the first stage. In the 
advanced stages, especially if the heart is weak and toxaemia 
is well marked, nitroglycerine is a dangerous remedy 
to use. 

Among the special forms of treatment devised for 
pneumonia hydrotherapy has always been prominent. Cold 
in the form of cold baths, applications, affusions, ice pack 
or ice coil is variously recommended. Baruch advises 
tubbing in children with the water at 95° P., reducing ac- 
cording to circumstances; for adults, the cold compression 
front or back of chest with the water at 60° P. ; if there is 
delirium, precede by cold affusions. Ice packs and coils are 
recommended by many and undoubtedly are attended with 
benefit in many instances. In children, however, they are 
more difficult to apply than are warm applications. Hayem 
thinks that cold baths are more powerful for good in child- 
ren than in adults. Bozolo says that baths are well borne; do 
not produce collapse; lower the temperature for a consider- 
able time, and give the lowest mortality rate of any form of 
treatment; they should be given every three hours. Hot 
baths have teen recommended by some but have not been 
much employed . 

Large doses of digitalis as a routine treatment have been 
actively advocated by Petresco, who gives from 90 to 100 or 
140 grains of the powdered drug daily. His reports are favor 
able both as to its action on the temperature and on the mor- 
tality of the disease. Barth advises a maximum daily dose 
of 45 grains of the powdered leaf in infusion. Maragliano 
recently claims to have established beyond doubt the speci- 
fic action of digitalis on the pneumococcns. A small amount 
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will kill the cocci in cultures and will also neutralize the 
toxicity of pneumonia toxins in injections. Patients 
are able to take larger doses of digtalis because of its effect 
in neutralizing toxins. If this be correct it may help to ex- 
plain the seemingly inexplicable statements of Petresco. 

Creasote internally (Casati) and by inhalation (Robinson), 
formate of soda (Rochon) and many other remedies have 
been specially advocated in the treatment of pneumonia, but 
no specific value has become attached to them. 

In delayed resolution of pneumonia we may adopt the 
conclusions of Stengel, that in cases showing a tendency to 
delay, as manifested by dullness and persistent broncho- 
vesicular respiration, systematic breathing exercises, pul- 
monary gymnastics, etc., are important; where marked 
dullness persists, counter- irritation, tonics and stimulants 
are indicated; the production of aseptic abcesses are of 
doubtful utility and often impracticable. 

In the various types of pneumonia the treatment must 
be varied to meet the indications. We must remember, 
however, that the symptoms, regular and irregular, are 
mainly toxic in nature; that cerebral symptoms are more 
likely to occur in cases showing marked toxaemia, come 
early and have no relation to the amount of lung tissue in- 
volved. 

The complications of pneumonia may modify the man- 
agement of the disease as they may become, temporarily, 
the chief issue. They are to be managed as individual 
affections with due regard to their connection with the 
pneumonic condition. 
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SURGICAL CLINIC AT AUGUSTANA HOSPITAL, 
CHICAGO.—Service of A. J. Ochsner, M. D., 
Surgeon4n- Chief. 

Case I. — This patient is 28 years of age; married eight 
years. Had one miscarriage seven years ago; two healthy 
children 5 and 3 years of age. 

Her health was fairly good until about two years ago, 
when she began to suffer from a feeling of weight in the 
pelvis. She has always been thin, but has had sufficient 
strength to do her housework. 

Menstruation was regular until about ten weeks ago 
when she missed a period. She began to suffer from severe 
pain about this time. I saw her in consultation about eight 
weeks ago, on July 13, and found her suffering severely. 
She was confined to her bed by her suffering. 

Examination showed a completely retroverted uterus 
enlarged to double the normal size. To the right and above 
this was a mass the size of a man's fist which I diagnosed as 
an ovarian cyst or possibly an extra-uterine pregnancy or a 
Fallopian tube distended with pus or water. Placing the 
patient in the knee-chest position I readily lifted the mass 
out of the pelvis and placed the uterus in the normal posi- 
tion. The patient felt better after this for five weeks when 
she suddenly experienced an extreme abdominal pain which 
continued for nearly a week. The patient was in a condi- 
tion of shock during this time and a large swelling ap- 
peared in the lower part of the abdomen. Three days after 
commencement of this pain she aborted, the ovum coming 
away entire. 

I saw her again two weeks ago and found her extremely 
weak but improving in strength, consequently I advised 
waiting until she had gained sufficient strength before un- 
dergoing an operation. She is now fairly comfortable, has 
a fair pulse and no fever; her emaciation is not so alarming 
because she has never been much heavier. 
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The tumor is as large as a six months' pregnancy and 
were it not for the fact that a foetus was expelled we would 
make a positive diagnosis of a ruptured extra-uterine preg- 
nancy, ks it is we may have had an extra- uterine together 
with an intrauterine pregnancy. We will soon be able to 
tell positively. My incision exposes a peritoneum which is 
almost black from the fact that behind it is a large quantity 
of bloody fluid. We will carefully incise this and permit the 
fluid to escape. The cavity contains over a gallon of this 
dark fluid and a few clots. Inserting my finger through 
the wound I find a perfectly smooth surface but I dc not find 
any of the pelvic organs or any of the intestines. I am con- 
sequently not in the abdominal cavity. I will now have an 
assistant insert a catheter into the bladder in order to deter- 
mine whether we have opened that organ by mistake. The 
catheter does not enter this cavity but I can feel it behind. 
I must consequently be in the cavity of a cyst. Pulling up 
its wall I separate it from the abdominal wall to which it is 
attached throughout by recent adhesions and now I find that 
the dark color of its walls is due to the fact that its pedicle 
is twisted. In order to untwist it we must turn it fully 360° 
in the opposite direction from that of the hands of a clock. 
It is almost entirely twisted off, the remaining portion being 
no larger than a small lead pencil. This we will ligate and 
then we remove the tumor. We bring up the other ovary 
and find in it a cyst the size of a hen's egg which we excise, 
leaving the remaining portion of the ovarian tissue in place. 
We close the wound in the ovary with a continuous cat- 
gut suture. The uterus still shows a tendency to become 
retroverted hence we will attach it to the peritoneum of the 
anterior wall by a catgut suture inserted into its upper pos- 
terior surface and grasping only the peritoneum and trans- 
versalis fascia of the anterior abdominal wall. The abdomi- 
nal wound is closed in the usual way. Siikworm-gut sutures, 
three-fourths of an inch apart, grasping all the layers except 
the peritoneum; a continuous catgut suture for the perito- 
neum; a few interrupted catgut sutures about an inch apart 
and tied very loosely to hold the recti muscles in apposition 
and then a continuous catgut suture to unite the deep fascia 
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composed of the aponeuroses of the internal and external 
oblique muscles. The silkworm-gut sutures remain untied 
until all the others have been inserted. None of the sutures 
are tied very tightly. This cyst has increased in size very 
rapidly being at least ten times as large as it was two months 
ago. 

Case II. — This patient is 44 years old, married and the 
mother of two healthy children, 18 and 7 years of age. She 
has never been strong, but, barring repeated attacks of 
bronchitis she has always been fairly well. Six months ago 
she noticed a small hard mass beneath the left breast. It is 
now the size of a walnut and of a stony hardness. 

The glands in the axilla are not perceptibly enlarged, 
the nipple is not retracted because the tumor is not centrally 
located in the breast. This is a carcinoma and must be re- 
moved at once. One must not temporize with these tumors 
in the breast and above all things one must not manipulate 
them for fear of forcing some of the cells into the lymph 
channels. It is undoubtedly a great misfortune to a patient 
if she goes from one physician to another and each one man- 
ipulates the growth vigorously before making a diagnosis. 
This diagnostic massage may be responsible for the great 
rapidity with which many of these tumors grow after these 
patients begin to obtain the opinions of all the physicians in 
the community. 

We make an incision extending from the upper third of 
the lower surface of the arm to a point six inches from the 
nipple, thus encircling the breast, remaining at least two 
inches from the tumor. We then reflect the skin a distance 
of three inches, catching all of the bleeding points with 
forceps as we go. We then remove the breast together with 
the pectoralis major and minor muscles from within out- 
wards. Then we expose the axillary vein and dissect away 
the axillary fat containing the axillary lymph glands so 
that all the tissues are removed in one continuous mass. 
We ligate these small vessels of the axillary vein as we go 
in order to prevent tearing the vessel during our manipula- 
tions. 

We make a drainage opening through the posterior 
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skin flap, through which we insGrt two rubber drainage 
tubes which are removed on the second or third day. The 
wound is sutured with silkworm-gut and horsehair sutures. 
The latter are most excellent and economical. 

Case III — This patient, 45 years of age, a working man, 
has suffered severely for several years on account of greatly 
enlarged veins in his scrotum. We make an incision an inch 
in length just below the external inguinal ring bring out the 
tissues of the cord, separate the varicose veins from the 
vas deferens and its accompanying structures. Ligate these 
veins at a point opposite the external inguinal ring and near 
the testicle with catgut. Then the stumps are brought 
within an inch of each other by a few catgut stitohes. This 
prevents dragging of the testicle. The connective tissue 
which is formed along these sutures will keep the organ 
properly suspended. 

You see here, as you always do in these cases, that the 
scrotum contracts immediately upon suspending the testicle. 
It is already shorter than it is on the other side, hence there 
can be no advantage in shortening the scrotum. The little 
wound is closed with a few horse-hair stitches. Our dress- 
ing in the vicinity of the scrotum consists of gauze covered 
with a thick layer of ten per cent, ointment of yellow oxide 
of mercury in vaseline. 

This is very effectual in preventing infections of the 
wound in this region. 

The dressing is held in place by an ordinary suspensory 
bandage. 

Case IV. — This patient, a married woman 34 years of age 
has been under my care for about one year. She had pre- 
viously been in good health barring some irritation due to 
rather an extensive laceration of the cervix which occurred 
during the birth of her only child seven years ago, A short 
time before coming to me for treatment she had noticed a 
swelling in the vicinity of the left femoral ring. Examina- 
tion showed it to be a small hernia containing a little 
omentum. ♦ I reduced this and applied a well-fitting truss 
and she felt better and gained in strength. During the past 
two months the hernia has again become more trouble- 
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some and her general condition has beea less favorable. A 
small amount of omentum persists in slipping into the her- 
nial sac and the truss gives rise to pain. 

The cervix of the uterus is ulcerated and there is 
some hypertrophy of that organ and consequent dragging 
down pains and back-ache. All of these conditions have 
induced me to operate first for the radical cure of the hernia 
and second for the relief of the uterine trouble. 

We make a vertical incision directly over the inguinal ca- 
nal down to the hernial sac and dissect this out bluntly, being 
careful not to crush or injure any of the tissues. If possible 
we will bring down the piece of omentum and resect it, so 
we open the hernial sac in order to find it. But in this in- 
stance it has slipped back into the peritoneal cavity. 

The neck of the hernial sac and the femoral ring are so 
small that I cannot insert my finger for the purpose of bring- 
ing up any omentum which might be in reach, so we will 
simply carefully dissect out the sac to a point within the 
abdominal cavity. Now we elevate the foot of the table 
in order to cause the intestines to recede from the vicinity 
of the ring; then we ligate the neck of the sac carefully 
with catgut using two ligatures for the sake of safety. The 
sac is next cut away half an inch beyond the ligature and 
the stump carried within the peritoneal cavity leaving the 
ring perfectly free to contract. 

There are many methods in vogue for closing the her- 
nial ring in femoral hernia, all of them more or less harm- 
ful. If the protruding omentum is removed the entire sac 
dissected out and the stump permitted to retract into the 
peritoneal cavity, and if the femoral ring and the other 
tissues have not been manipulated roughly, there are 
practically no recurrences after operation for femoral 
hernia. The more complicated the method of closure of the 
ring the more numerous are the recurrences. We simply 
suture the skin and apply the same dressing as in the pre- 
vious case. In order to keep the femoral ring empty 
and permit it to contract we elevate the foot of the bed for 
about ten days after the operation. 

We will next amputate the lacerated, enlarged and 
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ectropic cervix uteri. Both anterior and posterior lips are 
ulcerated and contain a number of small cysts. This oper- 
ation will not interfere with the results of the other and so 
we will perform it under the same anaesthesia. 

Case V. — This boy 8 years of age, is suffering from 
compression of the trachea which is so severe that his 
mother is often frightened at night by the noisy breathing. 
She fears that she may find him suffocated some morning. 

The obstruction is due to pressure from an enlarged thy- 
roid gland. The three lobes are enlarged, but the right lobe 
seems to dip do *n behind the trachea partly encircling it. 
We never remove the entire thyroid gland for fear of causing 
cachexia strumi priva, hence we select the lobe which 
seems to cause the greatest amount of pressure and re- 
move it. 

We make an incision over the right lobe amply la^ge to 
work without having to drag upon the tissues too severely. 
Having reached the gland we insert a director underneath 
the capsule and clamping each vessel between two pairs 
of forceps as we go on, step by step, we soon expose the 
gland within its capsule. We then grasp the superior 
thyroid artery between two forceps. It is easily observed 
pulsating here in the triangle between the sterno- mastoid, 
the digastric, and the omohyoid muscles. Frequently we 
find a number of branches, both of arteries and veins, which 
are much enlarged, but by carefully clamping them between 
two pairs of forceps and cutting between these, we can pro- 
ceed safely. We now lift the lobe forward and clamp the 
branches of the inferior thyroid vessel which enter the 
gland from its under surface. All that remains now is the 
attachment to the isthmus which we first ligate with a 
double catgut ligature, transfixing it in its center, and then 
sever, leaving an ample stump. 

All of the important vessels are now ligated with fine 
catgut. A small rubber drain is placed in the lower angle 
and the wound is closed and a large dry dressing of steril- 
ized gauze and cotton is applied. I do not believe that 
drainage is necessary, but I have always made use of it in 
these cases and so continue in the same way. 
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Case VI. — This patient, a married woman 42 
years of age, comes to us with conditions very commonly 
found in women of her class. She was a strong, healthy 
working girl when she was married eighteen years ago. 
She soon became pregnant, and in due time was confined by 
a midwife. As soon as she ceased nursing her child she 
again became pregnant and the same conditions repeated 
themselves about once in two years until she had given 
birth to seven children. In the mean time she did her own 
housework which increased with the number of children. 
Her youngest child is now three years old, and since its 
birth the mother has not been well. She has suffered con- 
stantly from pain in her back and bearing-down pain. She 
has been constipated and her digestion has been greatly im- 
paired. She has grown very much older in her appearance 
during this time. Upon examination we find a hypertroph- 
ied, prolapsed uterus with a lacerated cervix; the lips being 
oedematous and containing numerous small cysts. There is a 
rectocele projecting from the vagina and several large haem- 
orrhoids present themselves to view. 

The patient looks old and is badly nourished, her tongue 
is flabby and coated and her mouth is full of teeth which 
are almost completely decayed. 

We will first make an amputation of the cervix, which 
will dispose of a mass of hard, diseased tissue and will bring 
about a great reduction in the weight of the uterus within a 
few weeks. After doing this -operation, we always place 
the uterus in its normal position by bi-manual manipula- 
tion before proceeding to the next step. 

The sphincter ani muscles are next thoroughly dilated 
and the haemorrhoids treated with the clamp and cautery. 
We then proceed to build up a substantial perineum, which 
will at once dispose of the rectocele and support the uterus. 

A further step which we never neglect in these cases 
consists in extracting all of the decayed roots of teeth, so 
that the patient's nutrition will be benefited by the insertion 
of artificial teeth upon leaving the hospital. During her 
stay in the hospital attention will be paid to her digestive 
organs so that she will return home not only anatomically, 
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but also functionally repaired. It is among these working 
people that great good can be accomplished by this kind of 
gynaecological surgery. These women return to us con- 
stantly after a year or so, looking five or ten years younger. 
. Case VII. — Our last case, a married woman thirty- 
three years of age, is interesting only on account of her his- 
tory. She is the mother of two healthy children 7 and 
4 years of age. 

Three weeks ago when she was about three months 
pregnant, her little daughter injured her eye severely. The 
mother was greatly frightened and, although she is not a 
strong woman, she picked up the child and ran with her in 
her arms a distance of one block to a drug store. She felt 
badly directly after, and four days ago began to have severe 
hemorrhage. Yesterday she expelled a foetus and a portion 
of the membranes, but as the haemorrhage continues we 
suspect retention of a portion of the membranes, which we 
will remove by means of a blunt curette, being extremely 
careful in our manipulations not to cause any abrasion or 
in any way to injure the mucous membrane lining the uter- 
ine cavity. In these cases it is certainly much better to de- 
pend upon nature than to undertake any severe manipula- 
tions. 
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PROFESSIONAL SYPHILIS.— By Joseph Zeisler, 
M. D., Professor of Skin and Venereal D is Bases, 
Northwestern University Medical School, Chicago. 

The above title may not be very happily selected but 
will readily indicate the subject to be spoken of. I mean by 
it the occurrence of syphilis in members of the medical pro- 
fession, acquired in their professional work, of course. 
Cases of this kind form one important subdivision of what 
Bulkley has termed syphilis insontium or syphilis of the in- 
nocent. 

It is probably quite superfluous in speaking to physi- 
cians to point out the many dangers in regard to infection 
with the various organic poisons in general or the syphilitic 
poison in particular. Our daily work brings us constantly 
in touch with the sources of contagion, and even the most 
scrupulous cleanliness, most thorough asepsis and antisepsis, 
will not always be a sufficient protection. How easily will 
the prick of a needle, or any other instrument, occur: no at- 
tention may be paid to it at the time, and yet an implanta- 
tion of the syphilis bacilli may have taken place. How often 
may not the surgeon perform an operation on a patient 
whose syphilis may be in a latent stage, showing absolutely 
no signs of disease, and in this way the usual care may be 
neglected. 

It is a fact generally recognized and emphasized by 
syphilographers that the onset of syphilis in medical men is 
usually overlooked, that the initial lesion is considered as 
anything else rather than a syphilitic sore. Under no cir- 
cumstances is a physician's diagnostic skill more baffled and 
clouded than when he is himself the subject of the disease. 
Prom this we may understand that physicians will often be 
infected with syphilis and allow the disease to make severe 
inroads upon the constitution before they start on proper 
treatment. Incidentally the physician in a large practice is 
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liable to become a grave source of danger to his patients. 

In the following I propose to select from a large number 
of cases of my own observation a few to illustrate various 
points of interest in this connection. 

Case I. — Dr. A. Came to see me some twelve years ago 
on account of an eruption on the palms of his hands which 
had resisted the curative efforts of several of his colleagues. 
It was easily seen that he had a papulosquamous syphilide 
on both hands, and the doctor was naturally shocked when 
I informed him of the nature of the trouble. He had abso- 
lutely no recollection of any infection except that six months 
before he had suffered from a persistent sore throat which 
he then believed to be a severe case of tonsillitis. He had 
continued in his work, which was largely devoted to obstet- 
rical practice. Who can say how many may have been in- 
fected through his hands? 

Case II. — Dr. B., a busy surgeon, had pricked himself 
with a needle, on the left thumb, during a surgical operation 
for suppurating buboes, and within three weeks noticed 
near the first phlangeal joint a wart-like swelling of the size 
of a small pea. He paid no attention to it until six weeks 
later when a copious roseola appeared all over the trunk. 
He then came to see me only to have confirmed a diagnosis 
which he had already been forced to make for himself. 

Case III. — This is a most interesting observation on 
account of the difficulty of diagnosis. Six years ago Dr. C. 
came to me for a very peculiar eruption on various parts of 
his skin. On the flexor side of his wrists, on the glans penis 
particularly, and dispersed over the extremities in general 
were seen, isolated and grouped, flat, polyangular papules 
of pale rosy color, waxy shine, and an occasional umbilical 
depression in the center. I very promptly made the diag- 
nosis of lichen planus. Yet I was very much- disturbed in 
my mind on account of a coexisting, generalized, glandular 
swelling which at least suggested the possibility of syphilis. 
This diagnosis, in fact, had been suggested by another col- 
league^who had seen Dr. C. before. But the total absence 
of any sore which could be looked upon as the initial lesion, 
the positive assertion of the doctor that he had not been 
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exposed to syphilitic infection, and the well known moral 
character of the gentleman, which excluded any sexual dis- 
sipation, caused me to desist from such a diagnosis. Under 
the circumstances I considered it advisable to have the 
opinion of some one else well versed on the subject, and 
asked the doctor to see Prof. Hyde, of this city. My opin- 
ion as to the character of the eruption was fully concurred 
in and the lymphatic enlargement looked upon as due to 
some general cachexia other than syphilitic in nature, pro- 
bably of tuberculous origin, for which there was some 
anamnestical evidence. The patient went South for six or 
eight weeks and then returned again to see me. The glan- 
dular swelling had almost entirely disappeared, the previous 
eruption had yielded to the treatment by arsenic prescribed 
by me, the general condition was much improved, but there 
was present now a scaly eruption on the palms, which I 
could not fail to recognize as specific. Again I desired to 
have my opinion revised if necessary by the above men- 
tioned authority. Again I was sustained and vigorous anti- 
specific treatment inaugurated. The foregoing case is, to 
my mind, a classical example of what French writers have 
described as syphilis d'embtee, or, as more modern writers 
term, cryptogenetic syphilis. The existence of such cases 
without any apparent point of inoculation has been vigor- 
ously denied by a large number of syphilographers, among 
them Pournier. A great many others still maintain the ex- 
istence of such cases. It has often occurred to me that if 
syphilitic poison could be introduced directly into the blood, 
for instance by intravenous injection, that syphilis would 
undoubtedly follow, and that there would be no occasion for 
the primary sore. Is it not possible that, under rare condi- 
tions, an inoculation may take place where the virus does 
not cling to the epidermis but directly enters into the blood, 
as for instance by accidents during surgical operations? 

Case IV. — Dr. D., a young physician and former pupil 
of mine, came to see me a few weeks ago on account of an 
eruption on the side of his cheek, reaching up to his temple 
and toward his ear. I pronounced it a serpiginous tubercu- 
lar syphilide, and the poor fellow, entirely unprepared and 
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apparently innocent, was very much shocked by my positive 
opinion. He had absolutely no remembrance of any preced- 
ing lesions whatever, yet we know how early roseola is 
overlooked, and only the later manifestations sufficiently 
noticed to cause the patient to seek advice for it. The re- 
sult of the treatment in this case, which brought an almost 
total disappearance of the sores within two weeks, could 
have been used as an argument in favor of the diagnosis, if 
such was necessary. 

Case V. Dr. E. came to see me in the earlier part of 
last May for a very insignificant looking, wart- like appear- 
ance on his right thumb. There was to be seen a flat, horny 
thickening of the epidermis of about pea siz9, with a very 
minute infiltrate to be felt underneath, and several punctate 
depressions within that area that looked like pin perfor- 
ations. For a moment I thought of the possibility that this 
might be the primary lesion of syphilis, but the great rarity 
of digital chancres of just this appearance, as compared 
with the great frequency with which tuberculous warts ap- 
pear on the fingers of surgeons with exactly the characters 
described above, made me favor the latter opinion. At any 
rate I did what under the circumstances seemed most ad- 
visable. I thoroughly extirpated the small lesion and cau- 
terized with pure nitric acid. The wound healed nicely 
within the next two weeks. Soon afterwards there de- 
veloped in the right axilla a lymphatic swelling which 
gradually grew in size. At that time I had to leave for the 
East and the doctor remained in charge of two surgeons and 
a physician. The excision of the lymphatic tumor was ad- 
vised, the operation performed, and microscopic examina- 
tion and inoculation experiments on guinea pigs undertaken 
without any positive results. Returning from the East in the 
early part of June, I still found the doctor in bed after the 
operation. The wound healed very nicely. I examined him 
daily with a growing suspicion as to the possible syphilitic 
nature of the trouble, and in fact within about a week there 
appeared a distinct roseola and ganglionic enlargements in 
various parts of the body. This case teaches what R. W. 
Taylor strongly emphasizes, that lesions on the fingers of 
surgeons, of no matter what appearance, are in a majority of 
instances rather of syphilitic character than anything else. 
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There are two elements essential to success in medical 
practice, beside a natural leaning and mental ability and 
training. One of these is often discussed; the other is 
scarcely ever mentioned. The first is spoken of editorially 
in a late issue of H ospital as follows: "Although medicine 
is a profession, and a noble one, success in it depends far 
more than many people imagine it to be the case, upon the 
same careful and businesslike habits which lead to success 
in other careers which are looked upon as commercial." 

The other matter, not often referred to, but to which a 
silent acceptance is always given, is good health in the 
practitioner himself. The same article above mentioned thus 
speaks of this qualification. "Good health is an essential 
to success, whether as a student or as a practitioner- As a 
student a few months' illness may knock a man out of his 
years, and leave him labelled as a 'chronic' among men jun- 
ior to himself, while as a practitioner it is notorious that a 
sharp illness, such as would do no harm to a commercial 
man's business, may absolutely ruin a promising practice. 
Nowhere is it more true than in medicine that the race is to 
the strong." 

Right in this connection we are tempted to quote, 
from this year's educational number of the British 
Medical Joy rnal, words of sound wisdom so well expressed as 
to pardon the quotation in toto. 

The young man who contemplates entering the medical 
profession should consider well whether he is suited by 
mental and physical constitution for an arduous calling. 
Unless a man have a distinct leaning to scientific studies, 
and unless he be imbued with a belief in the sacred nature 
of the duties which he will have to discharge towards his 
patients, he would do better to choose some other walk in 
life. The rewards of the profession, whether measured by 
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social distinction, or by the pecuniary standard, are not 
great, the relation of the medical profession to the State 
and to the public has improved and will go on improving, 
but the recognition afforded to it is still far below that to 
which it is entitled by the services it renders. We read 
sometimes in the newspapers reports of the considerable 
fortunes left by deceased members of the medical profes- 
sion, but to gain riches in the practice of medicine is ex- 
tremely uncommon, and no man, not even the most able and 
industrious, can promise himself that he shall attain wealth; 
indeed, the bare truth is that the majority of us find the 
struggle for a competence severe. Nor do we think that 
the average man should think of the medical profession as a 
career unless he has definite connections with the profes- 
sion, or unless he has a sufficient capital to enable him after 
obtaining his degrees or diplomas to purchase a share in a * 
practice, or to support life with decency in the dishearten- 
ing period of waiting for practice. When means allow, this 
period may be utilized very much to the ultimate advantage 
of the individual by giving up some years to work in hospi- 
tals and laboratories at home and abroad. " 

* * 

* 

There is undoubtedly not a little truth in the statement 
that meddlesome midwifery makes lucrative gynaecology. 
While specific disease may be the most common cause of pus 
tubes that does not exclude the fact that puerperal infec- 
tion is likewise a common cause of pyosalpinx, and the 
many other more or less 'leading affections of the pelvic 
viscera which ultimately demand the attentions of the 
gynaecologist. The question as to what constitutes 
"meddlesome" midwifery may not yet have a definite set- 
tlement, but a good deal has been learned during late years, 
and a comprehensive definition of this interference is not 
far away. We are coming to learn that manual interference 
has distinct restrictions and that the greater the restrictions 
consistent with the normal progress of events, the better 
it is for the lying-in woman. A recent writer says that, — 
"The kteal labor case is one in which the existence of pelvic 
conferaetion or other abnormality is disproved before labor. 
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in which the progress of labor is observed by extravaginal 
methods, and in which nothing is permitted to enter the 
vagina after delivery." To follow out such an ideal method 
of accouchement would, of course, reduce to a minimum all 
external sources of infection;. and it is maintained that in 
the great majority of cases infection enters with the finger, 
the douche stem or douche itself, or by some other appli- 
cation or means from the outside, and unnecessary in the 
management of normal labor. When abnormality obtains the 
circumstance demands prompt recognition and alleviation 

according to our best knowledge. 

* * 

• 

Dr. Joseph Price, of Philadelphia, in a discussion at a 
late meeting of the Chicago Gynaecological Society asserted 
that no operation (speaking particularly of the breasts) was 
ever successful in curing the patient of malignant disease. 
He held that recurrences invariably occurred, though in 
some cases many years of life were spared. As examples 
two cases of complete removal of the breasts and axillary 
glands— most radical dissections — were discribed, the 
patients living upwards of ten years before a return of the 
disease, either in the region originally affected, or elsewhere 
in the body. Of interest in connection with this statement 
by Dr. Price, is an article in the Boston Medical and Surgical 
Journal, Aug. 25, 1898, by Dr. J. C. Warren, of Boston, en- 
titled The Questions of the Curability of Cancer of the 
Breast. Dr. Warren cites a series of seventy two cases run- 
ning over a period of fifteen years. Of these seventy two 
cases the writer says that twenty-six are known to be alive 
at the present time, and thirty-eight are known to have 
died. Taking the three years' limit after operation, without 
recurrence, as the gauge of success, Dr. Warren remarks, — 
"We find there are seventeen such cases. Two of these are 
dead, one dying ten years after the operation, of apoplexy, 
and one dying of sporadic cholera six years after the oper- 
ation. Three of these have had recurrences, one in the 
axilla, and one in the pectoral region. These nodules were 
removed, and the patients are now alive and well, one of 
them three years, one four years and one ten years after the 
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operation. Of the remaining twelve the operation was per- 
formed in three cases over three years ago; in four cases 
over four years ago; in two cases over five years ago; in 
one over nine years ago; and in one case over twelve years 
ago." 

• * 
• 

Before the late meeting of the American Climatological 
Association Dr. P. I. Knight, of Boston, brought up some 
common errors on the part of general practitioners in re- 
lation to pulmonary tuberculosis. These errors will be 
recognized at once upon their mention, and thoughtful 
physicians should not be slow in their correction as far as 
possible. We have learned considerable during recent years 
about tuberculosis, and its treatment today is not as hope- 
less as formerly. The old prognosis of consumption hardly 
holds good today. Then, again, there is a distinct duty to 
the community, and to those immediately surrounding a 
tuberculous individual— and these things need repeated em- 
phasis. Dr. Knight pointed out categorically some short- 
comings, mentioning (1) Failure to make an early diagnosis, 
now comparatively simple since the discovery of the tubercle 
bacillus. (2) A failure to quickly appreciate the serious- 
ness of the condition, thus losing very valuable time and 
possibly the golden opportunity in the individual case; also 
a failure to properly impress the patient with the gravity of 
the situation in order to obtain his active co-operation. Some 
patients are, as all know, critically over- apprehensive, 
possessing suicidal tendencies, etc., and then on the other 
hand some are so sluggish in their recognition of danger, or 
so indifferent to their fate, that but little seems possible. 
But the considerate physician will know how best to manage 
the varying classes of cases, and should bend his best efforts 
so to do. (3)Dr. Knight next criticized temporizing methods 
when something more radical was strongly demanded, as 
the giving of nauseating medicines, etc., when the patient 
unquestionably should be sent to another climate. (4) An- 
other error occurs in sending the patient away when it is 
evident they have but a short time to live— waiting until 
the last moment to do that whioh should have been done 
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first. Then (5) inadequate and insufficient professional 
-supervision of a patient, inasmuch as constant professional 
watchfulness should be exercised, whether the patient go to 

.a distant region or remain at home. 

* ♦ 

♦ 

Intractable cases of asthma produce more therapeutic 
research on the part of the conscientious physician than al- 
most any other disease with which he comes into contact. 
Any light, therefor, in this direction will always be helpful. 
Dr. Beverly Robinson, of New York, who has had a large 
-experience in pulmonary affections, and who has written ex- 
tensively thereon, remarks: 

"Among the diseases which, the practitioner is called 
upon to treat, none is of greater interest than asthma. This 
interest is partly due to its etiological obscurity. The cases 
of so called nervous asthma in my experience have been in- 
frequent, and I believe that when we are better informed 
examples of purely functional asthma will be perhaps no 
longer described. I believe that despite the existing nerv- 
ous irritability the asthmatic attack would rarely occur, were 
there not other discernible cause, which more advanced re- 
searches will reveal. Conditions of the blood are often 
ignored. Malarial toxaemia is frequently present and yet 
overlooked. It is wisdom to act in accord with its recogni- 
tion. If there be sudden chill followed by rise of tempera- 
ture and sweating, and if at the time of the chill and previ- 
ous to the giving of quinine internally a skillful microscopic 
blood examination be made, the Plasmodium malariae should 
be found. For an asthmatic attack of probable malarial 
causation I advise increasing doses of Fowler's solution of 
arsenic to its physiological effect; if the bowels are consti- 
pated and the liver is inactive, Warburg's extract in five- 
grain doses three or four times daily; if anaemia be present, 
quinine, iron, and arsenic in a suitably formulated pill, the 
following being a favorite with me: One grain of reduced 
iron, two grains of sulphate or preferably tne muriate of 
quinine, and one-sixtieth to one-thirtieth of a grain of 
arsenious acid, three times daily after meals. Of course, if 
the attack be severe, we should employ antispasmodic rem- 
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edies, and also permit patients to smoke and inhale from a 
a cigarette d' Aspic, of datura tatula, or of simple nitre paper. 
As a last resort, an inhalation of a small quantity of chloro- 
form or a hypodermic of morphine and atropine may become 

our only satisfactory help. " 

* * 

* 

Statistical reports of the mortality rate in London from 
diphtheria, covering the five years ending with ^1897, show 
a steady decline, and particularly since 1894 when the anti- 
toxin treatment was instituted. 

* * 

* 

Ether- drinking is said to have enormously increased 
throughout portions of Russia of .late years; and the habit 
from a social point of view is held to be a far greater evil 
than in the case of alcohol. It seems to be even more pow- 
erful in its hold upon its victims and is markedly deleterious 
to health. 

* 

Dr. A.T. Bristow, of Brooklyn, N. Y., reports (Brooklyn 
Med. Jour.) three cases of stone, two of the instances occurr- 
ing in children three years of age, and the other in a child 
of three and a half years. In the case of the oldest child 
the debris, after a crushing operation, weighed one hundred 

and seventy grains. 

* * 

* 

In the President's Address delivered before the Fourth 
Congress of Tuberculosis recently held at Paris, Nocard 
said that public opinion was beginning, as the result of con- 
tinued, education, to be aroused to the danger of infection in . 
tuberculosis. He strongly maintained that it was the duty 
of the medical profession to continue preaching in season and 
out of season that tuberculosis is preventable, arising in the 
large majority of cases from contagion which can easily be 
guarded against. 

* 
An English writer (Malcolm Morris) defines eczema as 
follows: — "It is a disease the most striking clinical charac- 
ter of which is the infinite variety of lesion by which it dis- 
plays itself; originating in the action of parasites on a skin 
the resistance of which has been enfeebled by pre-existing 
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disease or structural abnormality or by disordered innerva- 
tion; sometimes -made more intractable by gout and other 
constitutional states, but having no direct relation to the 

general health." 

# # 

* 

Dr. B, Merrill Ricketts, of Cincinnati, in an article en- 
titled Serpents and their Venom, (Lancet- Clinic) draws some 
conclusions which, if unquestionable, should have a wide 
circulation and an influence upon generally accepted lay 
opinion. The conclusions referred to read as follows:" 

"1. The copperhead, coral and rattlesnake are the only 
serpents in the United States which possess fangs, at the 
base of which is a sack containing a poisonous fluid. 

2. The result of inoculation depends upon the dose, 
and size of human being or animal. 

3. Most of the authentic cases of death by these ser- 
pents have been among children. 

4. No authentic death, as the result of the bite of either 
one of these snakes, has been found in the adult man by 
myself. 

5. If death does not result within a few hours, it is not 
the venom, but other agencies, that produce it. 

6. The bite of the cobra is not so deadly as is generally 
supposed. 

7. Over-stimulation from alcohol and other agencies is, 
I believe, of tener the cause of death than virus inoculation. 

8. The effect upon the body is more severe if the virus 
should be injected into blood-vessels. . 

9. There seems to be no subject which is surrounded 
by so much uncertainty and exaggeration." 

* 
4t The ethical principle so tersely expressed in the three 
words, esprit de corps, has a broad and, in a professional 
sense, a universal application. My interpretation of its 
scope and spirit tells me that whether in courts of justice or 
private practice, wherever through the whims or vagaries 
of patients or their would-be friends, or in -the mercenary 
intrigues of advisors, the professional character of a repu- 
table physician is at stake, or unjustly assailed, esprit de 
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corps demands that we constitute ourselves the defenders 

and custodians of our brother's honor. "—Byrne. 

# * 
* 

Dr. Edward Martin, accompanying Pennsylvania troops 
to Chickamauga, writes an interesting letter of medical 
matters in an army camp (Therap. Gaz., Sept.) in which he 
says: 

"Medically our troubles began at Chickamauga. On 
the night of Our arrival the men were compelled to bivouac, 
the train getting in too late to allow of reaching the camp- 
ing ground and putting up canvas. Every thing exposed to 
the dew was nearly as wet as it would have been had there 
been rain. The next morning was close and very hot, and 
after a light breakfast, mainly of coffee, the regiment was 
taken in heavy marching order (this means each man carry- 
ing about sixty pounds) to the camping ground about two 
and a half miles away. The route was over a road several 
inches thick with dust. It was at the end of this march that 
the case of sunstroke occurred, also a number of cases of 
heat exhaustion. On the following morning, at sick call, in 
place of the four or five men who had been coming, with 
slight injuries or ailments, I found some forty or fifty men. 
Nearly all of them were suffering from a harassing cough. 
The physical signs, those of a slight bronchitis, were by no 
means commensurate with the severity and persistence of 
the cough; there was little or no fever, no diminution of the 
appetite, a distressing sore throat, tenderness on swallow- 
ing, inconspicuous faucal lesions, soreness and rawness 
along the line of tbe trachea, much abdominal soreness (from 
the incessant cough, which greatly interrupted sleep), and 
no pulse hurry. This was the type of an epidemic which 
made no great headway but which yielded not in the slight- 
est to the ordinary sedative treatment. They were given 
"Brown mixture" alone, or ammonium muriate, paregoric, 
opium, laudanum, codeine sulphate, morphine sulphate so- 
dium and potassium bromide, Dover's powder, gargles (as- 
tringent, antiseptic and sedative), sprays and inhalations, 
without the slightest effect. Copaiba and sandalwood were 
equally inefficacious. The first obvious improvement fol 
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lowed the free use of counter-irritants to the chest, along 
the line of the trachea, and to the neck. This was accom- 
plished by mustard plaster and tincture of iodine. Finally 
we struck upon the following formula: 

5 Terebene, 

Oil of eucalpytua, aa 3 j ; 
Syrup of yerba santa, 3 j. 

M. S : One teaspoonful every two or three hours. 
The effect was prompt and thoroughly satisfactory: in three 
days the camp became fairly quiei at night, and by the end of 
the week there lingered only a very few cases, all rapidly 

growing better." 

* * 
* 

Some very interesting statistics regarding deaths and 
injuries upon the railroads of the country are published in 
the Bos. Med. and Surg. Jour., of Sept. 8, 1898. The figures 
are from a compilation furnished by the Interstate Com- 
mission and cover the year ending June 30, 1897. The total 
number of railway casualties in the United States during the 
period mentioned is put down as 43,168. "Of these casual- 
ties, 6,437 resulted in death, and 36,731 in injuries of vary- 
ing character. Of railway employees, 1,693 were killed and 
27,667 were injured during the year. According to the 
three general classes these casualties were divided as fol- 
lows: Trainmen, 976 killed, 13,795 injured; switchmen, flag- 
men and watchmen, 201 killed, 2,423 injured; other em- 
ployees, 516 killed, 11,449 injured. The casualties to em- 
ployees resulting from coupling and uncoupling cars were: 
killed 214; injured 6,283. The corresponding figures for the 
year ending June 30, 1896, were 229 killed and 8,457 injured. 
The casualties from coupling and uncoupling cars were as- 
signed as follows: Trainmen, killed, 147; injured, 4,698; 
switchmen, flagmen and watchmen, killed, 58, injured 1,325; 
other employees, killed, 9; injured, 260. The casualties re- 
sulting from falling from trains and engines were as follows: 
Trainmen, killed, 325; injured, 2,726; switchmen, flagmen 
and watchmen, killed, 32; injured, 357; other employees, 
killed, 51; injured, 544. 

The casualties to the three general classes of employees 
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mentioned caused by collisions and derailments were as 
follows: Trainmen, killed, 250; injured, 1,327; switchmen, 
flagmen and watchmen killed, 11; injured, 74; other em- 
ployees, killed, 42; injured, 251. The total number of pas- 
sengers killed during the year under review was 222, injured, 
2,795. Ninety- three passengers were killed and 1,011 in- 
jured in consequence of collisions and derailments. Other 
than employees and passengers the total number of persons 
killed was 4,522; injured, 6,269. Included in these figures 
are casualties to persons classed as trespassers, of whom 
3,919 were killed and 4,732 were injured. Prom summaries 
showing the ratio of casualties, it appears that one out of 
every 486 employees was killed and one out of every 30 em- 
ployees was injured during the year. With respect to train- 
men, including enginemen, firemen, conductors and other 
trainmen, it appears that one was killed for every 165 em- 
ployed, and one injured for every 12 employed. One pas- 
senger was killed for every 2,204,708 carried, and one in- 
jured for every 175,115 carried. Basing ratios upon the 
number of miles travelled, it appears that 55.211,440 passen- 
ger-miles were accomplished for each passenger killed, and 

4,385,309 passenger- miles for each passenger injured." 

* * 

» 

"At the very beginning of the seventeenth century, the 
great teacher of Harvey, Pabricius ab Aquapendente, began 
in earnest the modern study of embryology; Spigelius, 
Harvey, Needham, de Graaf, Swamerdam, Leuwenhoek, 
Ruysch, Havers and Malpighi continued his work to the be- 
ginning of the eighteenth century; then the movement re- 
ceived something of a check during the controversy of those 
who debated whether the embryo was prseformed complete 
in all its parts, in the ovum, or whether the parts were de- 
veloped from a simple germ contained in it. Casper Fried - 
rich Wolff solved the question, and, overturning Haller's 
and Liebnitz's views of the existence of the preformed 
'animalcule.' he made modern embryology a possibility. 
Such were the results which followed Wolff's demonstration 
of the formation of a complete organ from a blastodermic 
layer; it was one of the most striking medical achievements 
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of the eighteenth century. Wolff died at the end of the 
century and it seemed as if his great discovery died with 
him. In 1806 Oken published a similar account without 
knowing the work which Wolff had accomplished before 
him. Thus it is perfectly evident not only that the profes- 
sion took no notice of the work of Wolff, but that even the 
special workers in embryology had overlooked it. Hunter's 
work made as little impression upon the medical profession 
in England. SOmmering found an appreciative student in 
Goethe but not in the profession (in passing it may be said 
that the scientific connection of Goethe and SOmmering of- 
fers much of interest to those who wish to gain a thorough 
understanding of the many-sided poet and philosopher). 
Pander did all in his power to call attention to Wolff's merit, 
and then came the great Carl von Baer, one of the greatest 
names in the history of the sciences of development. 
Mailer, Wagner, Wharton Jones, Allen Thomson, Valentin, 
Burdach, Prevost, Dumas, Coste, Rathke, Reichert, Bisch- 
off and their co-workers formed a noble line leading to the 
innmberable workers of our own day. v — David Hunt, M. D., 

Talks on the History of Medicine: — Bos, Med. and Surg. Jour. 

* # 

* 

Price, of Philadelphia, says that every surgeon should 
prepare his own ligatures. He should, of course, know how 
to prepare them thoroughly and well, and should then per- 
sonally attend to or supervise their treatment. So much 
reliance has to be placed by the surgeon upon a little piece 
of string — as it might be called— that the greatest care 
should be exercised in order that the utmost confidence may 
be had. The importance of this matter will be recognized 
by every operator, and it will be particularly recognized — if 
such an experience has not already met one — when a long 
train of evil consequences— if not a death— follows the giv- 
ing way, or infection, of one such little ligature. If per- 
fect strength and absolute asepsis of ligatures can be guar- 
anteed by the personal attention of the surgeon, then there 
is no further question. 
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A TEXTBOOK ON MATERIA MEDICA, THERAPEUTICS AND 
PHARMACOLOGY. By Gbobge Frank Butleb, Ph. G., M. D., 
Professor of Materia Medic* and Clinical Medicine in the College 
of Physicians and Surgeons, Medical Department of the University 
of Illinois ; Professor of General Medicine and Diseases of the Di- 
gestive System, Chicago Clinical School ; Attending Physician to 
Cook County Hospital ; Member of the American Medical Associa- 
tion, Illinois State Medical Society, Chicago Medical Society, 
Chicago Pathological Society, and Chicago Society of Internal 
Medicine ; Fellow of the Chicago Academy of Medicine, etc. Second 
edition, revised. Philadelphia : W. B. Saunders. 

The opinion expressed in a review of the first edition of 
this work, that it would prove useful to both student and 
practitioner, has been substantiated through the adoption of 
the book by several medical colleges and by the early ne- 
cessity for a second edition. 

Since the first edition of this work the new develop- 
ments in pharmacology, materia medicar and therapeutics 
have not yet reached an absolute basis. The revision of the 
work consists, therefore, in bringing the physiological ac- 
tion of such drugs as the antiseptics, antipyretics, diuretics, 
cathartics, strychnia, aconite, etc., fully up to date, together 
with a more elaborate consideration of serum therapy, nu- 
clein and organo- therapy. The author has also substituted 
a chapter on the Untoward Effects of Drugs for that on 
Definitions. 

In the discussion of serum therapy, nuclein and animal 
extracts, especially of the two latter, the author has made a 
commendable effort to limit his text to a consideration of 
such results as appear to have some permanent value. 
Nevertheless these subjects contain information of more or 
less Uncertain value for the student. In regard to serum 
therapy particularly, there is much statistical information 
which, while it may be necessary to the present elucidation 
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of the subject, and may be of value for reference, is neces- 
sarily confusing to the student of medicine and productive 
of indefinite conclusions. It is difficult to see how this effect 
can be obviated, in consideration of the present status of 
these therapeutical problems, without entailing obtuseness. 
Herein lies the difficulty of adapting this matter at once to 
both student and practitioner. 

There is doubtful propriety in the statement on page 295 
that "all the pulmonary symptoms which characterize this 
disease (pneumonia) are produced by 'a single microbe" 
(pneumococcus). That the pneumococcus is the microbe 
most pathogenic of pneumonia is unquestioned, but so un- 
qualified a statement as the above, can hardly be admitted 
at present. 

To those unacquainted with the first edition of the work, 
we recommend the classification and arrangement of the 
subjects; the indication of the latin pronunciation and the 
genitive; the metric as well as the ordinary dosage, and the 
careful indexing. 

While this edition shows evidence of more careful proof- 
reading, there are yet some typographical errors to be 
eliminated. The paper and press work are fine and we 
heartily recommend the work as a useful if not indispensa- 
ble addition to any working library. 

J. M. P. 



A COMPBND OF THE DISEASES OF THE SKIN. By Jay F. 
Sohambebo, A. B., M. D., Associate in Skin Diseases, Philadelphia 
Polyclinic ; Dermatologist to tho Union Mission Hospital ; Quiz- 
master in Dermatology, Association of Quiz-Masters, University of 
Pennsylvania. With 99 Illustrations. Philadelphia ; Blakiston's 
Son & Co., 1898. 

Although the utility of small compends either for the 
student or for the practitioner may be properly questioned, 
yet to those who desire a mere compend of the diseases of 
the skin this little book can be highly commended. It is 
very clearly and concisely written, is up-to-date, has a num- 
ber of excellent illustrations, and on the whole covers the 
ground as well as the limited space will permit. 

F. H. M. 
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ATLAS AND ABSTRACT OF THE DISEASES OF THE LARYNX. 
— BY Dr. L. Grunwald, of Munich. Authorized Translation from 
the German. Edited by Charles P. Grayson, M. D., Lecturer on 
Laryngology and Rhinology in the University of Pennsylvania: 
Physioian-in-Charge of the Throat and Nose Department, Hospital 
of the University of Pennsylvania. With 107 Colored Figures on 
44 Plates. Philadelphia: W. B. Saunders, 1898. 

The anatomy and physiology of the larynx are briefly 
treated, as also the pathology and treatment. The main 
value of the book, however, consists in an admirable series 
of plates of clinical cases, accompanied by a text giving in 
few words the history of the case and a description of the 
larnygoscopic appearances. This union of the clinical and 
didactic is somewhat unique. While we cannot say that the 
coloring is true to nature, still it will assist materially in 
the diagnosis of analogous conditions. It is a valuable con- 
tribution to the subject of diseases of the larynx. 

J. E. R. 



ATLAS OF LEGAL MEDICINE. By E. Von Hofmann, Professor 
of Legal Medicine at Vienna. An authorized translation from the 
German. Edited by Frederick Peterson, M, J>. t assisted by Aloy- 
sius O. J. Kelly, M. D., Philadelphia: W. B. Saunders, 1898. 

Not only great judgment has been shown in the selec- 
tion of subjects for illustration, but the elegance of prepar- 
tion which has become well known to the medical profession 
through previous publications of this house, is seen at its 
best in this number of the series. Although the subjects 
treated concern more strictly those interested in forensic 
medicine the variety of problems presented will make the 
Atlas a valuable aid to the average practitioner in calling to 
his attention conditions which he must be prepared to en- 
counter and to recognize. 

To the medico-legal expert the work offers a veritable 
mine of information, particularly in that portion of patho- 
logic anatomy with which a coroner's physician has to deal. 
The illustrations are well chosen, entirely original and pre- 
pared from museum specimens or from fresh cases. It is 
seldom that as finely executed colored plates are met with 
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in a work of this order; the knowledge thus graphically de- 
picted is readily acquired. The descriptions accompanying' 
each plate are models of exact and concise statement. The 
illustrations are two hundred and forty-nine in number, of 
which fifty-six are colored. The various forms of violent 
death by poison, gun-shot and stab wounds, hanging and 
drowning; many varieties of skull fracture and criminal 
abortion, numerous genital abnormalities, and the different 
forms of post mortem changes are well pictured. 

E. R. L. 
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Yours received. There is no question, as to the 
therapeutic value of Arsenauro and Mercauro* 
They most, howver, be administered under the 
observation of a pnysician* The dose most be 
increased or decreased to meet the conditions , 
which can only be determined by a medical prac- 
titioner. Send the name of your physician and 
we will place before his the facts which we 
possess. Our work is entirely ethical and while 
our products are extraordinary ones, their full 
therapeutic value can be secured only through 
proper administration* As it is solely the pro- 
vince of physicians to prescribe, you will un- 
derstand why we, being chemists, must decline 
to send you clinical reports* 

Yours truly 

CHAS. ROOME PARMELE CO., 36 Putt Street, n Y. 



LlSTERINE. 



The Standard 
Antiseptic. 



LlSTERINE is to make and maintain surgical cleanli- 
ness in the antiseptic and prophylactic treatment 
and care of all parts of the human body. 

LlSTERINE is of accurately determined and uniform 
antiseptic power, and of positive originality. 

LlSTERINE is kept in stock by all worthy pharma- 
cists everywhere. 

LlSTERINE is taken as the standard of antiseptic prep- 
arations: The imitators all say, "It is some- 
thing like LlSTERINE." 

LAMBERT'S A valuable Sena I Alterative and Anti-Lithie agent of 

LlTHIATED marked service in the treatment of Cystitis, Gout, 

. . Rheumatism, and diseases of the Uric Diathesis 

HYDRANGEA. generally, — — 

DE80RIPTIVE LITERATURE UPON APPLICATION. 

Lambert Pharmacal Company, st.louis. 
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VOL. IX. NOVEMBER 1898. NO. 2. 

DIAGNOSIS OF TYPHOID FEVER*.— By Collins H. 
Johnston, B.A., M.D., Gyncecologist to Butter- 
worth Hospital; District Surgeon Grand Trunk 
Railway; Secretary Michigan State Medical So- 
ciety. 

The diagnosis of a well developed case of typhoid fever, 
where a clear history is obtainable, is not a difficult task. 
Its characteristic symptoms are progressive, ascending 
fever, increasing weakness, nervous disturbances, diarrhoea, 
enlargement of the spleen, and a rose-colored eruption. 
It not unfrequently happens, however, that in an advanced 
case some of these typical symptoms are absent, and others 
are so exaggerated that a positive diagnosis is exceedingly 
difficult, and mistakes are frequently made by our best clin- 
icians at home and abroad. In this city I have seen a diag- 
nosis of typhoid fever made in cases which ultimately 
proved to be acute tuberculosis, tubercular meningitis, pur- 
ulent phlebitis, ulcerative endocarditis, pernicious anemia, 
suppurative otitis media, perinephritic abscess, leukaemia, 
or malarial fever. Many of these mistakes have been made 
by myself. On the other hand I have many times seen cases 
of typhoid diagnosed as malaria, gastric fever, ileocolitis 
and appendicitis. 

If advanced cases are often difficult to differentiate, an 

♦Read before the Grand Rapids Academy of Medicine. 
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early diagnosis is often much more so; and as the mortality 
is much less in cases coming under treatment early, it is ex- 
ceedingly important that the disease be at least suspected 
and proper treatment instituted at a time when a positive 
diagnosis may be impossible. Fortunately the appropriate 
treatment of typhoid fever will rarely fail to be of benefit 
in any disease which may be mistaken for it. It is therefore 
a safe rule to consider that typhoid is much more likely to 
be present and to be overlooked than that any other affec- 
tion should be mistaken for it. 

A diagnosis during the second week is usually easy in 
typical cases; and while it may be hard to reach a positive 
conclusion during the first week in any case, and at any 
time during the course of the disease in many irregular 
cases, a probable diagnosis can usually be made within the 
first week in the great majority of patients. When a person 
previously well is taken with progressive malaise and Weak- 
ness, extending over several days, attended with headache, 
backache, loss of ^appetite and gradually increasing fever of 
unknown origin, with perhaps a slight nose bleed occasion- 
ally, typhoid fever should be suspected. * 'If at such a time, " 
says H. C. Wood, "it is found that getting such a patient 
suddenly from bed into a standing posture notably increases 
the pulse rate, the case should be treated as one of incipient 
typhoid fever." If at the end of a week the spleen is en- 
larged, the abdomen somewhat tympanitic, and diarrhoea 
and a rose-colored, lenticular eruption be present, the diag- 
nosis is certain. 

But many cases do not begin with an appreciable pe- 
riod of malaise and a gradual rise in temperature. The dis- 
ease may set in with a distinct chill followed by an abrupt rise 
in temperature to 103? or 104°. One of the cases in my care 
at present returned from Fernandina in the best of health. 
The next morning he had a severe chill, and that evening 
I found his temperature to be 104°. A gradual onset and 
a progressive rise of temperature from normal to 103? or 
104° is, however, the rule, and this fact often helps us to 
differentiate typhoid fever from many cases of influenza and 
other acute febrile diseases whose symptoms at the end 
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of the first week may closely resemble those of typhoid fe- 
ver, but whose onset is usually sudden. 

This abrupt onset is more apt to be met in children than 
in adults, especially when much pulmonary or gastrointes- 
tinal irritation is present. In several cases of which I have 
records, children from two to six years of age were suddenly 
taken ill, and the temperature was found to be from 103° to 
105° on what was apparentlv the first day of the illness. 
The finding of an enlarged spleen and a typical eruption on 
the second or third day renders it certain that had careful 
thermometrical observations been made during the preced- 
ing week, more or less evening fever would have been 
found. For all practical purposes, however, typhoid fever 
began as suddenly in those cases as would pleurisy or pneu- 
monia. 

On the other hand we may have cases with a normal or 
sub-normal temperature throughout the entire course of the 
disease. My first acquaintance with this form was about 
two years ago. The patient, a woman aged 50 years, was 
ill three weeks with great prostration, coated tongue, ab- 
dominal symptoms, headache, backache, considerable stu- 
por, and other symptoms of typhoid fever, but at no time 
was her temperature elevated. It was frequently subnor- 
mal. Nothing was lacking to complete a somewhat typical 
picture of typhoid fever but elevation of temperature. On 
looking over the authorities I found descriptions of afeb- 
rile or apyretic forms of this disease. A severe epidemic 
of this nature occurred in the German army while besieg- 
ing Paris jn 1870. All of the cases which died exhibited 
the characteristic lesions in the intestines. Otherwise they 
might perhaps be considered cases of auto-intoxication. 

The eruption peculiar to typhoid fever usually appears 
about the seventh day; but it nray be entirely absent. 
While visiting Bellevue Hospital eleven years ago. Hudson, 
one of the visiting physicians, told me that not more than 
50 per cent, of the cases treated in that hospital presented 
the rose-colored rash. I have found it in most of my 
cases in this city, but where it is absent I do not hesitate to 
pronounce a case typhoid if the other characteristic 
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.symptoms are present. About two years ago I had three 
cases of typical typhoid, fever in one family, only two of 
which had the eruption. On the other hand, in irregular 
cases it may be impossible to make a diagnosis before the 
roseola appears. 

I consider enlargement of the spleen to be one of the 
most important diagnostic signs of typhoid fever. It is al- 
ways present. The spleen begins to enlarge on the third or 
fourth day, and by the end of the first week can usually be 
detected, by gentle palpation, bulging beneath the lowest 
rib. In adults it may be hard to feel on account of the 
tympanitis so often present. This is not so apt to be the 
case early in the disease. The thin abdominal walls of 
young children, in whom the abdominal symptoms are also 
often slight and tympanitis absent, renders palpation of the 
enlarged spleen much easier than in adults. The results 
from percussion are so uncertain and misleading that I no 
longer rely upon it. With a little practice one can readily 
detect the spleen when sufficiently enlarged to be of diag- . 
nostic importance. When percussion is used, it should be 
light to avoid developing the resonance of the stomach or 
bowels. The spleen may also be enlarged in malarial fe- 
vers, leukaemia, early syphilitic infection, general septi- 
caemia, and some of the acute infectious diseases, all of 
which have been at times mistaken for typhoid fever. 
The history and cause of most of these affections soon en- 
able us to differentiate them from typhoid, and an examina- 
tion of the blood is of very positive assistance in leu- 
kaemia, and often so in malaria. In several of the dis- 
eases in which we are sometimes tempted to make a di- 
agnosis of typhoid the spleen is not enlarged, as for in- 
stance in gastritis and gastric fever; so that whatever 
symptoms may be present in a case, I hesitate to make a di- 
agnosis of typhoid fever unless I find the spleen enlarged, 
except there be such a degree of abdominal distension pres- 
ent as to render its palpation improbable; and conversely, 
whenever I find a case of fever of unknown origin, with an 
enlargement of the spleen, I strongly suspect typhoid or 
malarial fever. 
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The disease with which typhoid'fever is most frequently 
confounded in this city is malarial fever. Some of our phy- 
sicians call most of their cases of continued fevers malarial 
fever; others call them all typhoid. There ought to be no 
difficulty in differentiating typhoid fever from simple inter- 
mittent fever. A fever which rises quickly from normal to 
103° or 104?, preceded perhaps by a chill, and followed in a 
few hours by sweating and a return of the temperature to 
normal is, in the great majority of cases, intermittent mala- 
rial fever. Between typhoid and remittent malarial fever, 
the diagnosis is not always so easy, and Osier confesses 
that he is occasionally unable to differentiate certain cases 
of malarial remittent from typhoid fever without an exam- 
ination of the blood. He has frequently sent cases to the 
wards as typhoid fever which subsequently proved to be 
ordinary malarial remittent. An examination of the blood 
or a trial of the therapeutic test with quinine will soon es- 
tablish the diagnosis. 

Malarial fevers are to be distinguished from typhoid by 
a number of facts. First, the presence of the malarial or- 
ganisms in the blood. Second, a history of exposure to 
malarial influences. Third, the marked effect for good on 
malarial fevers produced by quinine. The positive diagno- 
sis of malaria rests upon the demonstration of the malarial 
organisms in the blood. They will be found in nearly all 
cases when examined under favorable conditions. 
These are, according to Holt, First, that the 
examination be made by one who has had experience 
in such work. Second, that it be made during the 
paroxysm. Third, that no quinine shall have been pre- 
viously given. While a positive result is conclusive, a 
negative one is not always so becaus^of the difficulty in 
fulfilling all of the above conditions. Of the many* cases of 
fevers treated lately by the members of this Academy, how 
many have received no quinine before coming into our 
charge? I fancy the number is very small. The examina- 
tion of the blood takes a good deal of time, but few physi- 
cians are familiar with the technique, and for the great ma- 
jority of the profession a diagnosis of malarial fever must 
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be made from the other symptoms. These in order of their 
importance are: 1. Enlargement of the spleen; 2. Prompt 
effect of quinine in reducing the temperature; 3. Usually a 
distinct periodicity in the symptoms; 4. A history of expos- 
ure in a district known to be malarial. Particular impor- 
tance is to be attached to the therapeutic test. Holt says: 
"Recent experience emphasizes more and more strongly 
the fact that quinine has very little influence upon fevers 
which are not malarial; and conversely, that a fever which 
is immediately and permanently controlled by quinine is 
pretty certain to be malarial." Osier also says, "If the prac- 
titioner will take to heart the lesson that an intermittent 
fever which resists quinine is not malarial, he will avoid 
many errors in diagnosis. The therapeutic test usually re- 
moves every doubt. In not a single instance among the 
hundreds of cases of intermittent fever which I have had 
under my observation during the past seven years" — this 
was written by Dr. Osier seven years ago — "did quinine fail 
to check the paroxysms." After such testimony, coupled 
with our own experience, we are certainly justified in saying 
that if sufficient doses of quinine fail to influence the par- 
oxysmal disturbances in a case of fever in this city, the 
probabilities are altogether against such disturbance being 
of malarial origin. 

To make the therapeutic test to differentiate between ty- 
phoid and malarial fevers sufficiently large doses of quinine 
must be employed. For an ordinary case in an adult 
from twenty to thirty grains of quinine must be given daily 
for three days. In more severe cases, or when pernicious 
malarial fever is suspected, twenty or thirty grains may be 
administered hypodermically every two or three hours until 
seventy- five or one hundred grains are given. Cases de- 
manding such doses as these, however, are seldom if ever 
seen here. For young children relatively much larger 
doses of quinine are required than for adults. I recently 
had an instructive case in a baby eight months old. It was 
ill about a week with a fever of rather irregular course, and 
in the absence of any other assignable cause for its high 
temperature I thought of typhoid and malarial fever. 
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Knowing that typhoid fever was very rare under two years 
I inclined to the diagnosis of malaria, and gave the baby 
one grain of quinine four times a day, but without visible 
effect. I then examined its blood and to my pleasure and 
surprise found the hyaline Plasmodium. The next day the 
baby received sixteen grains of quinine and its temperature 
dropped from 105 Q to normal. Children from 5 to 10 years 
of age require almost as large doses as do adults. 

Ehrlich's diazo-reaction is of considerable value in the 
recognition of typhoid fever. Although it has been before 
the profession eight or ten years its importance does not 
seem to be appreciated. Ehrlich says the test is usually 
responded to about the fourth to the seventh day of the 
disease, and it can be relied upon in every case during the 
second week. As this reaction is also obtained in cases of 
tubercular disease, septicaemia, pneumonia, pyaemia, ery- 
sipelas and in several other febrile disorders, its presence 
is by no means pathognomonic of typhoid fever. But the 
results of this test are more or less negative in other dis- 
eases, with the exception of tuberculosis, and as the reaction 
seems never to be obtained in malaria and can be obtained 
in every case of typhoid, it is one of the most important 
means in our possession for the differentiation of these two 
fevers. 

As a result of the continued ingestion of the poison in a 
malarious district there is sometimes developed an exces- 
sive degree of anaemia which is of help in diagnosis. Kelch 
has shown that a single violent malarial paroxysm may 
cause a diminution of 1,000,000 red blood corpuscles per 
cubic millimeter, and in malarial cachexia the red corpuscles 
may fall to 500,000 per c. m. In some of my recent cases of 
malarial fever in the persons of young men returning from 
the south, a marked pallor of the skin and a yellowish hue 
of the conjunctivae were the first signs to attract my atten- 
tion. 'This I have never marked in typhoid fever unless it 
had been preceded by a run of malaria. 

A paper on the diagnosis of typhoid fever would in- 
deed be incomplete without some reference to the Widal 
test. The scientific value of this test is now well estab- 
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lished, but its application is still more difficult than is the 
examination of blood for the malarial parasite. Wishing to 
make use of it last week, I was unable to find a pure culture 
of the Eberth bacillus in this city. The reaction is occa- 
sionally obtained as early as the third day, but more fre- 
quently towards the end of the first week or early in the 
second. In a few typhoid cases >t is absent throughout the 
disease. In doubtful cases, early in the disease, it is there- 
fore not of much positive assistance in arriving at a diagno- 
sis. But as the test is generally responded to in the second 
week, it will often be of great assistance in diagnosing 
atypical cases, and is a good corroborative test in any case. 
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THE TREATMENT OF TYPHOID FEVER.— By 
Henry M. Lyman, A. M., M. D., Professor of 
Medicine, Rush Medical College, Chicago. 

In the presence of a case of typhoid fever the physician 
has need to have both hands overflowing with remedies, but 
still more does he need to know when and how to refrain 
from their use. Mild cases of the disease require only the 
simplest of treatment— such as any skilled and tactful nurse 
can give; while severe and complicated cases tax the reason 
and the resources of the most practical and learned physi- 
cian. So true is this that it is scarcely an exaggeration to 
say that the treatment of typhoid fever consists chiefly in 
attention to its complications. After thirty-five years of 
experience with the disease under almost every possible 
condition that can be created by war, peace, social position, 
age, sex, wealth, poverty, private or public care at home 
or in hospital, I cannot point to any specific drug or system 
of treatment that is to be reckoned as all essential in the 
management of the disease. Danger is always present, 
though rarely realized under ordinary conditions. Danger 
is never so great that recovery may not occur, despite the 
existence of most unfavorable conditions for recovery. I 
have seen patients recover in spite of the treatment, as 
when in old times, under the influence of the teachings of 
Dr. Todd, they were drenched with whisky, but began to 
improve so soon as they vomited the liquor with which they 
were so generously plied by the Sairey Gamps of that 
period. 

But, as time will not permit me to pass in critical re- 
view the different methods of treatment that have had their 
vogue, and are now forgotten, I will endeavor as briefly as 
possible to state the resultant convictions regarding the 
treatment of typhoid fever that are the outcome of individ- 
ual observation. 
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In the first place, we must never lose sight of the fact 
that typhoid fever is a self-limited disease with a strong 1 
tendency to recovery. The physician must, therefore, be 
always hopeful and the inspirer of hope. The patient must 
be placed at rest. How often have I seen men after a hard 
march stricken down, and brought into hospital in a con- 
dition of fever that might be either malarial or typhoid. 
Rest is the first thing to be provided. Of course, it goes 
without saying, that the hygienic surroundings must be 
rendered as ideally perfect as possible — though we often 
have to remain content ~#ith things as we find them— the 
environment is sometimes incoercible, as people who go to 
war, or go down into the sea in ships, frequently find out to 
their cost. 

But, having our patient, young, normally-constituted, 
and safely placed in a first class hospital, or in the care of 
intelligent trained nurses in a comfortable home, what is 
there for the physician to do? He must in the first place 
make a diagnosis. This is often for several days rather diffi- 
cult, though, thanks to Widal's test and to the microscope, 
it soon becomes possible to differentiate between typhoid 
fever and malarial, or to decide whether both affections are 
present. Excluding malarial and other infective maladies, 
and settling down upon a diagnosis of typhoid fever, one 
might easily adopt, in the majority of cases, a do nothing 
policy without in the least prejudicing or delaying the 
chances of recovery. But much may be done in every in- 
stance to increase the comfort of the sufferer, and to obviate 
injurious complications. 

In the first place, the surface of the body must be kept 
constantly clean. For the external surface the nurse is re- 
sponsible, and, if properly trained, will need very few hints 
from the physician who alone is responsible for the cleanli- 
ness of the internal surfaces — the respiratory tract, the ali- 
mentary canal, the genito-urinary passage, and the glandu- 
lar ducts throughout the &kin and the mucous membranes of 
the body. For this reason it is well to treat the patient at 
first with evacuants. The majority of men are but grown 
up boys, hence the need for complete unloading of the ali- 
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mentary canal that so often occurs when dealing with a ship 
or a camp-full of youngsters who have gorged themselves 
in a tropical garden of half-ripe fruit. Calomel should be 
given in a dose of ten grains with two or three soda-mint 
tablets. It may even be advisable first to evacuate the 
stomach with a hypodermic injection of one- tenth of a grain 
of apomorphia. If the calomel and soda fail to operate 
within four hours time, they should be followed with An 
ounce or more of castor-oil, or with a cupful of the solution 
of citrate of magnesia. 

Having thus emptied the stomach and bowels, the pa- 
tient should be allowed toast- water, tamarind- water, orange- 
juice, skimmed milk, and gruel, as much as desired — which 
will be usually very little. These articles of diet will act 
efficiently upon the kidneys, and will aid those organs in 
the work of eliminating the toxines that now pervade the 
tissues. A diaphoretic and diuretic mixture, like the effer- 
vescent citrate of potassium, will usually be sufficient medi- 
cine for this period of the disease. 

If the temperature rises above 102° P., much comfort 
will be obtained from frequent sponging with water of a 
moderate heat. Cold water — iced water — is unnecessary. 
In private practice, sponging with water that is of a tem- 
perature agreeable to the patient is usually sufficient. In 
army hospitals and in other institutions that deal with 
brawny young men, the details of the Brand method of bath- 
ing may be carried out with advantage; but in civil practice 
it is usually impossible to secure sufficient help for the 
proper performance of this very laborious treatment. In 
common life the physician and the nurse usually have to 
deal in the treatment of typhoid fever with young women, 
young men not yet hardened into manhood, and delicate 
children. For all such cases the sponge bath combined 
with massage is quite sufficient. It must not be forgotten 
that it has been shown that mere refrigeration of the patient 
without massage produces no such good effects as are ob- 
tained from the combination of massage with the cool bath. 

The position of the patient, especially in severe cases, 
must be controlled by shifting his place in the bed, turning 
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him every time he is sponged, so that the lungs may not be- 
come engorged by too long dependence in the same atti- 
tude. 

During the first two or three weeks of the disease the 
diet of the patient should consist of gruel, milk, and broths 
from which all solids have been strained. These articles 
should be given in small quantity, every two or three hours, 
taking care, however, to avoid disturbing the patient during 
quiet sleep. Stupor need not interfere with regular ali- 
mentation. 

In mild cases sleep will occur naturally; but when there 
is an adynamic condition of the nervous system, delirium 
and excitement are of ten present. Excitement is seldom of 
a violent character, but is of an irregular, ataxic character 
indicative of exhaustion and the need of support. Frequent 
feeding with beef- tea and egg-nog, and the cautious use of 
alcohol in small doses are indicated. Small doses of co- 
deine — quarter of a grain of phosphate — should be adminis- 
tered often enough to tranquilize and procure an approach 
to natural sleep. But the administration of ordinary opi- 
ates in ordinary doses is to be avoided, for these patients 
are often abnormally sensitive to narcotics, and may die 
from the effects of a moderate hypnotic dose. 

During the first three weeks of the fever the bowels us- 
ually need little restraint. The stools should be carefully 
examined to see if they contain undigested mi Ik or other ali- 
mentary substance calling for diminution or change of diet. 
A moderate diarrhoea is not injurious, and only needs atten- 
tion if a foul smell or other indications poitit to abnormal 
conditions of the alimentary canal. Sometimes there is 
slight haemorrhage from the bowels, coincident with the ap- 
pearance of the characteristic eruption; but this is seldom 
injurious, and needs no special medication. Par different 
is the significance of haemorrhage at a later period. The 
head of the patient should then be depressed by raising the 
foot of the bed. An ice-bag should be laid intermittently 
over the ileo-coecal region, and full doses of ergot in -its 
most reliable form should be given, preferably in a watery 
solution or non-alcoholic fluid extract administered hypo- 
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dermically. In favorable cases laparotomy may be per 
formed for ligation of the bleeding vessel, but the condition 
will be seldom found encouraging for the successful per- 
formance of the operation. 

During the second and third weeks of the fever, unless 
complications arise, there will be little occasion for active 
medication. Nursing, feeding, and bathing will fulfill the 
majority of the indications. The patient will probably tire, 
in a few days, of the effervescent saline mixture, and then 
he may be given small doses of the mineral acids, chiefly 
with a view to their action upon the inflamed condition of 
the gastro-intestinal mucous membrane. Aromatic sulphur- 
ic acid in ten drop doses was formerly used when there 
was considerable diarrhoea, but inordinary cases ten drops 
of dilute phosphoric acid in two ounces of water every four 
hours are quite sufficient. Properly diluted with cold water 
this is not a disagreeable dose. The use of nitrate of silver, 
or of oil of turpentine, that was formerly in vogue, is really 
unnecessary. It must be admitted that turpentine is a car- 
diac stimulant and styptic of considerable value, but the 
use of cool baths, etc., renders it quite unnecessary to re- 
sort to such remedies in the majority of cases. 

About the end of the third week, .in mild cases, the 
fever begins to subside, and passes into convalescence with- 
out need of active medication. Gentle laxatives are often 
required during the later days of the disease. Pills of 
aloin, strychnine and belladonna with a little extract of 
cascara are very useful in such cases. 

But in certain cases the concluding weeks of the fever 
are not thus tractable. Sloughs separate from the ulcer- 
ated surfaces within the intestine, and diarrhoea persists. 
Now is the time for anti-septic treatment. Benzosol, salo- 
phen, B-naphthol may be administered with some advant- 
age, especially if the bowels be inflated with gas. If these 
remedies fail to secure the discharge of flatus, the introduc- 
tion of a long, rectal tube will sometimes bring relief. In 
desperate cases, where the abdominal wall is so thin as to 
reveal the outline of an inflated intestine, the introduction 
of an aspirating needle will empty the intestine without in- 



Digitized by 



Google 



76 LYMAN : TREATMENT OF TYPHOID FEVER. 

jury to the patient. Sometimes an injection of cold water 
into the colon is all sufficient. 

During the terminal course of the fever, symptoms of 
meningitis sometimes appear. This is a dangerous compli- 
cation that usually proves fatal. As it usually occurs 
among drunkards, it is frequently accompanied by disease 
of the liver and kidney that adds to the hopelessness of the 
case. A strait-jacket may become necessary, and the ad- 
ministration of chloral with bromides and codeine is of ser- 
vice in subduing excitement. A hypodermic injection of 
hyoscine hydrobromate is useful when there is excitement 
of the locomotive apparatus, rendering it difficult to keep 
the patient in bed. 

Pulmonary complications are not uncommon, requiring 
attention to the position of the patient, in order to obviate 
hypostatic congestion. Bronchitis and pneumonia should be 
treated according to the rules governing the management of 
those diseases, having particular reference, however, to the 
exhausted condition of the sufferer. It is in such cases, 
when cyanosis threatens, that strychnia is useful. It should 
then be given in full and frequent doses. 

The heart often fails during the progress of the disease. 
This, unless the result of antecedent disease of the cardiac 
valves, is usually the result of toxic influences accompanying 
the general intoxication of the tissues. It is less likely to 
occur if the process of elimination has not been unduly in- 
terfered with during the earlier stages of the fever. But 
sometimes the pulsation of the heart becomes rapid and 
weak, and the heart itself dilates. Then is the time for act- 
ive medication with digitalis, caffeine, strychnia, camphor, 
and musk. In urgent cases these remedies, with the excep- 
tion of musk, may be exhibited hypodermically, in solution. 

Throughout the whole course of the fever the kidneys 
must be carefully watched, and aided if their action be 
scanty and insufficient. Slight traces of albumen are not 
uncommon, and need not cause anxiety. Plenty of water — 
slightly medicated, or pure— with the cutaneous stimulation 
that accompanies the baths and massage that are so indis- 
pensible, will usually suffice. 
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Sometimes, after four weeks have elapsed, the fever 
does not subside, and no improvement appears. This is us- 
ually due to some form of secondary infection of the organs 
and tissues of the body. It may be an invasion of the duc- 
tus choledochus communis. The fever continues; there is 
complaint of uneasiness about the region of the liver; slight 
jaundice manifests itself. A mild mercurial course of blue 
pill or gray powder, with gentle saline laxatives, usually 
suffices to relieve the difficulty, but the infection often adds 
several weeks to the course of the disease, and it may even 
become chronic, causing final occlusion of the bile ducts, 
and death years after the original invasion of the liver. 

Perforation of the bowels is one of the most dangerous 
complications of typhoid fever. When the symptoms are 
distinctly localized, surgical aid should be invoked; but the 
prostrate condition of the patient will render the chances of 
successful operation very small. Desperate cases, hQwever, 
require desperate remedies; and there are patients and 
friends who are willing to take such risks. Ordinarily, 
however, it becomes necessary to treat the patient, medically, 
for peritonitis. This is not always fatal, and should be 
treated with warm applications — spongio-piline, fomenta- 
tions covered with oiled silk or thin rubber cloth, or flax- 
seed meal poultices, provided the patient can tolerate their 
weight. Opiates, after the manner prescribed by Alonzo 
Clark, should be always given with a free hand. Modern 
timidity in their use is largely the result of inexperience. 

Enlargement of the mesenteric glands sometimes delays 
convalescence. Carbonate of guaiacol may be usefully em- 
ployed in* such cases in connection with other approved 
measures for the treatment of glandular inflammation. 

Sometimes convalescence is long delayed by the occur- 
ence of numerous abscesses in different regions of the body. 
I have counted nearly two hundred abscesses upon one pa- 
tient. They require the usual surgical dressings. When 
developed upon the face or forehead they sometimes reach 
the size of a pigeon's egg. Hypodermic aspiration will usu- 
ally prevent their rupture and the consequent formation of 
a disfiguring scar. 
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Thus it appears that while typhoid fever in its earlier 
course may need scarcely any active medication with drugs, 
the physician must always be ready in its treatment to ex- 
hibit the highest resources of his art. 



To return to the seventh ceniury, the epoch in which 
the caliph Oman destroyed the Alexandrian school and li- 
brary, we find European thought ruled by the monks, phil- 
osophy held in servitude by the church, and but a few names 
indicating obscure conflicts over fragments of ancient phil- 
osophies. In the failure of anything like earnest effort we 
find constant repetition of traditions, dismal, bombastic af- 
fectation of magisterial wisdom. Urinoscopy, dogmatic 
wrangles concerning the pulse, stupid, unnatural quarrels 
over the place, manner and time of blood-letting, of which 
all were densely ignorant, fill volume after volume which 
the printing-press has preserved for us, — let us be duly 
thankful for the destruction of much of it. A thorough 
study of these humbugs, as such, not as a part of dignified 
professional history, would furnish considerable material in 
refutation of those who, reading modern thought in the 
writings of the Middle Ages, have attempted to change the 
prevalent conception of this barbarism and make the epoch 
appear as one of wonderful achievements intellectually. 
Medical history here vindicates its value in furnishing an 
objective study which concerns the thought of almost every 
great scholar of the Middle Ages; the facts it furnishes can- 
not be refuted, they prove the existence of a wide-spread 
process of dry-rot more destructive than the rudest attempt 
of any body of iconoclasts, excesses might and generally 
were followed by reactions, but long-continued and careful 
nursing was requisite to restore the vitality of the intellect- 
ual life of Europe nearly extinguished in this period. — 
Hunt. 
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HERNIA WITH COMPLICATIONS: A CONTRI- 
BUTION TO SURGICAL PRACTICE.— By 
C. W. Oviatt, M. D., Oshkosh, Wis. 

Surgeons find themselves each year operating more fre- 
quently for the radical cure of hernia. The great preva- 
lence of the trouble, the inconvenience and suffering caused 
by the wearing of a truss induce the subjects of hernia to 
seek surgical relief. The improved surgical technique has 
lessened the risk to almost nothing while the principles 
upon which success rests are clearly understood. 

The operation for the radical cure in unstrangulated 
cases, is, of course, elective, and advice given as to its ad- 
visability in a given case should rest upon: (1) The nature 
of the hernia and the age, general health and condition of 
the patient. (2) Possibility of perfect retention by exter- 
nal mechanical support and the probability of being able to 
effect a radical cure by operation. (3) The risks and acci- 
dents possibly connected with the operation as compared 
with the risk of possible strangulation. In cases of strangu- 
lation the operation is, of course, imperative, necessarily 
often done with the most unfavorable surroundings, possi- 
bly at midnight with , insufficient light, yet even with these 
conditions it is the surgeon's duty to attempt a radical cure 
if the condition of the patient is such as to warrant it. 

There are also cases of hernia in which strangulation 
does not exist, but in which there are complications which 
make an operation necessary, as illustrated by the two fol- 
lowing cases. 

CASR 1. Incarcerated Omental Hernia, Complicated with 
Hydrocele and Hematocele. A. J. L., aged 54, merchant, re- 
ferred to me by Dr. J. P. Ford, of Omro, Wis. Was ad- 
mitted to St. Mary's Hospital, Oshkosh, September 11th, 
1898. Had been the subject of incarcerated hernia, right 
inguinal* for years. There, was also a hydrocele of long 
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standing of the same side. A few days previous to admis 
sion the patient received a slight injury to the scrotum 
wnich was followed at once by effusion of blood into the 
tissues soon followed by symptoms of inflammation, 
the whole right side of the scrotum becoming red and 
angry and enormously swollen. There were no symptoms 
of strangulation, but extreme tenderness over the abdomen, 
with pain in the region of the umbilicus, pointed to the pos- 
sibility of a loop of intestine being involved and induced us 
to advise an immediate operation. 

After the usual careful preparation the operation was 
made as follows: The inguinal canal was opened the entire 
length, the sac exposed and opened and found to contain noth- 
ing but omentum which was adherent to the bottom of the 
sac by old adhesions requiring the excision of a small por- 
tion. 

The incision was extended downward sufficiently to 
permit the dissecting out of the entire sac which was done 
without opening the hydrocele. The sac was ligated with 
catgut, excised and the stump returned. Some of the sper- 
matic veins were removed to reduce the size of the cord as 
is my usual custom, after which it was lifted up and drawn 
to one side by a loop of gauze in the hands of my assistant 
The hernial canal was then closed by the figure-of-eight su- 
ture of Kangaroo tendon which not only approximates the 
pillars tut effectually obliterates the canal. The cord is 
now deposited in its new bed and the tissues over it closed 
in the usual manner with silk-worm gut for the retention 
sutures and fine cat-gut or horse-hair for the skin. 

The hydrocele and hematocele were next opened by ex- 
tending the wound downward. With the serum and blood- 
clot evacuated, the cut edge of the tunica vaginalis was su- 
tured to the skin by means of fine cat-gut after the method 
of Volkman, the cavity being packed with gauze for the 
purpose of converting the lining endothelial cells into em- 
bryonic connective tissue, thus destroying the secreting 
power. This gauze packing was left for five days, at the end 
of which time the cavity was found lined with healthy gran- 
ulation tissue, a positive assurance of success. . Repacking 
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was continued until the cavity was completely closed. Pa- 
tient was discharged from the hospital Oct. 8th. 

A pad held in place by a spica bandage of* light elastic 
webbing will be worn over the inguinal canal for three 
months* 

Case II. Hernia Complicated with Fecal Fistula. Wm. 
S., German, farmer, age 44, admitted to St. Mary's Hospital 
July 24, 1898. Had had a right inguinal hernia since youth. 
Had never worn a truss. Hernia easily reducible upon ly- 
ing down. 

Two months before admission it became strangulated 
and was operated upon at his home by his family physician. 
The hernial canal was evidently not opened up as the scar of 
the original incision was only H inches long just above 
Poupart's ligament. On the third day following this oper- 
ation there was a discharge of fecal matter through the 
wound when vomiting and symptoms of strangulation 
ceased. At the time of his admission to the hospital there 
were four suppurating sinuses leading to the bowel, through 
each of which fecal matter was discharged. There were oc- 
casional normal fecal evacuations. The soft parts were in- 
flamed and infiltrated for an area corresponding to the size 
of one's hand, with intense dermatitis due to the discharge. 
Our first operation consisted in opening up and curetting the 
sinuses. Hot, wet, dressings of 1% solution of aceto tartrate 
of aluminum were applied for a week under which the 
tissues rapidly healed leaving but the one fistulous opening. 
The parts were kept dusted with bismuth sub-nitrate to 
control the dermatitis. The operation for the radical curs 
of this condition was planned and carried out as follows: 
The field was shaved and sterilized as thoroughly as possi- 
ble. The fistula was packed with gauze to prevent escape 
of fecal material during the operation. An incision was 
made above the infected tissue corresponding to the ordi- 
nary incision for appendicitis, but somewhat longer. The 
fingers of the left hand were now introduced and the loop 
of small intestine easily outlined as it entered the internal 
ring. Narrow gauze compresses were carried down on 
either side of the incarcerated loop by means of a long for- 
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cep. The left hand being again introduced, the loop was 
grasped between the thumb and index finger while 
with the index finger of the right hand, the 
granulation tissue and adhesions around the fistula 
were broken up until the loop was liberated. The new open- 
ing thus made was immediately stuffed with gauze and 
the loop brought out through the abdominal incision above. 
Hot compresses were now packed around the part thus 
brought out and turned over to the assistant to hold while I 
carefully re-sterilized my right hand which had been in the 
infected tissues. The fecal stream was now cut off in each 
arm of the loop by passing a strip of gauze through the mes- 
entery some distance irom the perforation and tying around 
the bowel. The loop was now drawn well over the side of 
the abdomen and irrigated by introducing the irrigating 
tube into the bowel through the perforation. The opening 
into the bowel was so large that to attempt its closing by 
suturing would reduce the lumen more than one-half and 
was therefore not to be thought of. A piece six inches in 
length was resected and an end-to end union made by the 
Czerny-Lembert suture. The abdominal wound was ex- 
tended down through the inguinal canal and closed in 
the usual manner with four rows of sutures and the her- 
nial canal being closed by buried Kangaroo tendon and catgut 
sutures leaving a gauze drain through the original fistulous 
opening. 

The bowels moved spontaneously on the second day, 
causing some alarm, but no bad symptoms followed. He 
left the hospital entirely well four weeks from date of last 
operation. 
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CLINICAL LECTURE ON OBSTETRICS AND GYN- 
yECOLOGY-INDICATIONS FOR INTERFER- 
ENCE DURING INFECTION. HYSTERECTOMY 
DURING THE PUERPERIUM.-By Denslow 
Lewis, M. D. 

Delivered in Cook County Hospital, Chicago, Stenograph ically reported by 

Bertha Barnet. v 

I wish to tell you today, as well as I can, just what to 
do in the presence of infection of a puerpera and when to 
do it. I shall also try to tell you when to leave the woman 
alone. Let me say at the outset that an indication must be 
present to warrant interference. When in doubt, my advice 
is to do nothing. You will then at least have the satisfac- 
tion of knowing you have done no harm. 

You have seen many cases of infection the past four 
months, and our general line of treatment should be familiar 
to you. You must realize first of all the value of consistent 
surveillance of the pregnant woman for some months prior 
to labor. You must understand the necessity of asepsis at 
the time of delivery and the intelligent care of the patient 
during the puerperium. You cannot fail to appreciate the 
importance of accurate knowledge of the history in the in- 
terpretation of the symptoms presented. Finally you will 
bear in mind the fallibility of human judgment, the uncon- 
scious deception often practiced by the patient, and above 
all the possibility of your manipulations interfering with 
the benign work of the phagocytes and your endeavors to 
aid the patient really resulting in doing harm. 

Our knowledge of* infection following labor teaches us 
many facts of great practical importance regarding the ex- 
tension of microbic action in different ways. It also teaches 
us regarding inflammation which, I again repeat, is a con- 
servative process, an attempt to resist invasion. When pus 
occurs it is the part of wisdom to secure its evacuation, not 
that the pus itself is such a terrible thing but because when 
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an abscess cavity is opened and proper provision is made 
for the free escape of its contents there are removed the vir- 
ulent microbes which, as I have explained, are essentially 
the cause of suppuration. A free incision of such a collec- 
tion of pus is also of benefit in removing soil suitable for 
microbic growth as well as in allowing the walls of the ab- 
scess cavity to fall together. Such a procedure tends to 
cut short the morbid process by interference with condi- 
tions which aid bacterial development and it allows of drain- 
age, irrigation or topical applications of different kinds, all 
resorted to with the same end in view, that is, with the in- 
tention of destroying microbes in situ, minimizing condi- 
tions favorable to their growth or in other ways assisting 
the protective action of the phagocytes. 

We have studied infection in connection with its mani- 
festations relative to the genitalia, the peritoneum and the 
surrounding areolar tissue. We have seen how it often 
starts in the uterus and we realize just what may result. 
We can concede that if there were, during the puerperium, 
no more than the ordinary danger following hysterectomy 
the operation would unquestionably save many a woman 
from infection. Of course this is simply a theoretical ad- 
mission. The dangers of removal of the puerperal uterus 
are much greater than of the ordinary operation — for carci- 
noma for example. The puerperal uterus is large and 
abundantly supplied with blood- vessels which are them- 
selves hypertrophied. Of itself the process of involution 
favors infection and the technique of the operation is more 
difficult during the puerperium. Moreover the thought of 
hysterectomy at this time is repugnant. The patient is ful- 
filling her noblest function. An operation will now, if her 
life is saved, leave her sexless, incapable of propagation 
and often indifferent to the conjugal embrace. Her position 
becomes anomalous. At a time when perhaps youth prom- 
ises every joy that life has to offer, the unfortunate victim 
of hysterectomy is often condemned to an unhappy exist- 
ence which I have known to result in melancholia with sui- 
cidal tendencies. 

These considerations are, however, of minor import- 
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aitce if it is definitely determined that hysterectomy alone 
will save life. The conscientious operator will, therefore, 
seriously consider the probabilities before he undertakes a 
procedure of this magnitude. He will realize the responsi- 
bility that rests upon him in advising an operation of this 
character. He will remember that the infected woman 
sometimes recovers when let alone and he will be especially 
mindful of the fact that any manipulation on his part may 
increase the danger, as I have already explained. 

What are the essential indications for interference in 
case of infection? When must we do anything and what 
must we do? The answer is comparatively simple in some 
cases and in others it is apparently impossible. There are 
cases that die in spite of everything. The fulminating type 
of sepsis kills almost before it is recognized. It is the des- 
pair of obstetricians, many of whom recommend doing 
nothing, for all attempts at treatment they regard as only 
so much additional torture. 

I do not like to take this view of the situation. It 
would seem to imply the impossibility of increased knowl- 
edge, the uselessness of continued study and observation 
and the certainty that our therapeutic limitations had been 
reached. I do not believe the last word on this subject has 
been said. I trust and hope I may see the day when cases 
of inevitable death in the practice of obstetrics become ex- 
tremely rare. I do not hesitate to say that hysterectomy 
and other operative procedures in these cases are of minor 
importance in comparison with the great value of consistent 
and intelligent prophylaxis. Prophylaxis, however, is more 
than the washing of hands and the douching of the vagina. 
It consists chiefly in such a thorough understanding of the 
conditions of every pregnant woman as is only possible by 
careful, consistent and intelligent examination and by 
watchful supervision during the course of gestation. 

If you found mechanical obstruction to the delivery of 
the child you would seek to remedy it one way or another or 
you would induce labor or prepare for symphyseotomy or 
C&sarean section. What do you expect when gonorrhoea or 
syphilitic patches appear in the vagina towards the end of 
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gestation? What is liable to happen when pus tubes exist 
or when microbes are present anywhere within the-pelvis? 
Will asepsis of the hands and the vagina prevent sepsis 
here? If you hope to prevent the appearance of the fulmin- 
ating type of sepsis you must above all things know the ex- 
act condition of the patient, and, I hope it is unnecessary 
for me to say, you must remove every source of danger be* 
fore delivery occurs. 

I wish no misunderstanding here. I have advocated 
and practiced the removal of ovarian cysts during pregnan- 
cy. I urge the removal of pus tubes and the infected appen- 
dix, the draining of pelvic abscesses, the incision and ob- 
literation of vulvovaginal abscesses. I insist above all 
things upon systematic examination and close observation, 
for in this way alone can we hope to prevent, iu a very large 
measure, the occurrence of these fatal cases. 

So much for consistent and intelligent prophylaxis 
which isof the first importance, and so much, for the present, 
for the fulminating type of sepsis which is invariably fatal 
and for which I have no treatment, beyond the prophylactic, 
to recommend unless there be some definite indication for 
surgical interference. In other types of infection, and they 
are the most frequent, there is often a relative indication 
for interference which I will try to make clear to you. 

It is evident what a decided advantage we possess in 
cases we have watched during pregnancy and labor. In 
them we fear no surreptitious advent of gonorrhoea, no pus 
tubes, no appendicitis, no localized infection of the perito- 
neum. We have no uncertainty regarding retained mem- 
branes or portions of placenta. We know about uterine re- 
traction and the probability ol traumatism and we appreciate 
what has been done towards delivering the woman under 
aseptic conditions. Furthermore, by attention to the bladder 
bowels and breasts we eliminate complications which often 
cause chills, fever and other symptoms too often mistaken 
for the initial symptoms of infection. 

When now occur a rapid pulse, general discomfort and 
possibly a chill, followed perhaps by rise of temperature 
and offensive lochia, we realize that we are in the presence 
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of infection. Should vaginal, perineal or cervical lacera 
tions have been repaired wq look to our stitches. We give 
salines or calomel to produce free catharsis and within a 
day or two, if the symptoms have not abated in severity or 
disappeared, we examine the patient very carefully to find 
out if evidence of localized infection be present anywhere 
within the pelvis. If nothing is discovered except some uter- 
ine tenderness we will probably give a uterine douche of 
a lysol or creolin solution. We will not use the curette for 
there are within the uterus only blood clots which can be 
washed away by the douche without danger of breaking 
down the granulation-layer I have so often referred to. We 
will use an antiseptic solution to attack microbes in situ, if 
any are present, but we will not use bi-chloride of mercury 
or any substance liable to be injurious. 

Should the symptoms not improve by this treatment, it 
is probable we will find evidence of extension beyond the 
uterus and we will adopt suitable means for the evacuation 
of pus, should suppuration occur. Where there is phlebitis- 
• infection through the veins without appreciable pus forma- 
tion we will await developments, and in all probability we 
will soon witness a phlegmasia. Thrombosis is not an indi- 
cation for hysterectomy although the operation has been 
performed for that sequel of infection following labor. The 
clots in the veins seem to prevent rather than facilitate in- 
vasion and, as I have already stated, the ultimate result is 
not usually fatal 

In the class of cases where we are called in consulta- 
tion we are often ignorant of the history of the patient and 
our presumptive diagnosis becomes more difficult. I am in- 
clined first of all to consider the possibility of retention of 
urine, constipation or disturbance of lactation in producing 
the symptoms and in many instances, where the history is 
indefinite, I advise a vaginal douche of a creolin solution 
and the exhibition of salines rather than proceed at once to 
an examination. Many times in my experience this treat- 
ment has sufficed. Free bowel movement has relieved any 
renal or mammary congestion and possibly removed some 
microbes by osmosis; the vaginal douche has removed de- 
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composing blood clots and other detritus and possibly stim- 
ulated the healing of minute lacerations. At any rate this 
treatment, has within twenty-four hours caused the disap- 
pearance of what were regarded as severe symptoms of in- 
fection. 

I examine these cases only when I expect to find some- 
thing requiring local treatment. It is impossible to gener- 
alize. If the history of the case makes it probable there 
exist lesions of portio vaginalis or vagina requiring atten- 
tion I always examine the patient. If the uterus is large 
and tender and the history indefinite I often give a uterine 
douche of an antiseptic solution. Whenever such a pro- 
cedure is in my judgment indicated I examine the patient 
carefully and in all instances I am governed in my treat- 
ment by the conditions that I find. Certainly if I find a 
fluctuating mass in the pelvis I am apt to insert the needle 
of a large hypodermic syringe to learn if suppuration has 
occurred. I^have yet to do so without finding pus, and the 
cases are rare — I cannot now recall one — where I have not 
with the scalpel followed the hypodermic needle into the 
abscess cavity, made a free incision for the evacuation of 
pus and inserted a perforated rubber drainage tube or a 
packing of gauze. » 

The philosophy of the method of treatment as now set 
forth is, I trust, self-evident. The same may be said of the 
treatment of infection of those wounds of the parturient 
canal which we can get at. There is always a place of en- 
trance or infection-atrium. It must be our endeavor to at- 
tack the microbes where they enter the body and before 
they have developed to an extent that endangers the life of 
the patient — that is, before invasion takes place to any 
marked degree. At the same time we must not forget the 
possibility that we ourselves may infect the woman or by 
our examination cause an extension of the infection. These 
points I have already spoken of at length but their import" 
ance justifies a repetition. 

Now the difficulty of proper treatment occurs when we 
examine the patient and find no adequate cause for the 
symptoms which usually indicate infection. We may see 
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her for the first time four or five days after labor. Her 
medical attendant may be out of town or she may have been 
delivered by an ignorant midwife. Even when we meet in 
consultation the physician who attended the patient during 
her confinement he may have had no opportunity for exam- 
ining the patient prior to labor or what is more likely he 
may have failed to appreciate the necessity of such examin- 
ation. Moreover it is not improbable his ideas of asepsis 
may have been decidedly crude. He may have used vase- 
line or sweet oil in making a vaginal examination or he may 
have * 'helped" the patient by dilating the os with his fin- 
gers every time she had a pain. Physicians of large ob- 
stetric experience often tell me of the hundreds of women 
they have delivered without accident and without the 
slightest attempt at aseptic treatment. To my mind, this 
only proves how much some women can stand. 

Under the circumstances I have mentioned it is neces- 
sary for you to consider all the possibilities. * If your ex- 
amination of the patient shows no cause for the symptoms 
observed you must think of gonorrhoea, pyo-salpinx, ap- 
pendicitis, retention of membranes and all the etiological 
factors of infection. In many cases you will be obliged to 
wait for developments, but you will rarely be in error if 
you secure free catharsis by calomel or salines and in cer- 
tain instances advise a uterine douche. You will secure a 
specimen of the uterine secretion and of the blood for bac- 
teriological examination, for these findings may be of im- 
portance. 

It is unfair to assert that there is neglect in this method 
of procedure and that a human life is lost by waiting. Ac- 
cording to our present knowledge and the resources at our 
command no heroic treatment will save those seriously in- 
fected cases of the fulminating type that die within three 
to five days. On the other hand, close observation for a 
day or two, where no evident indication for interference is 
recognized, will prevent us from ourselves infecting the 
woman, will favor phagocytic action and will often allow 
the development of conditions which become a positive 
guide for rational treatment. 
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As regards the bacteriological findings, it may be 
stated that the presence of staphylococci is relatively un- 
important. Even when streptococci are found on the 
surface of the genitalia it must be remembered that they 
may exist there without evidence of illness. The infection 
that starts from the endometrium is difficult to recognize 
and although post-mortem examination often shows an en- 
dometrial infection, I am inclined to agree with Fritsch that 
cervical lacerations are the most frequent starting points 
for the infective process. The initial symptoms are the 
same for different types of infection. Prochownick tells us 
that the changes observed in symptomatology, as well as in 
severity, depend more on the individuality of the patient 
than on the character of the virus. I accept this statement 
if it means that conditions favorable to absorption and 
propagation of bacteria are of greater importance than the 
determination of the exact variety by the microscope or by 
culture. In the meantime, I believe that continued study 
along the line of bacteriological research is our only hope in 
accurately determining the indications for common sense 
treatment in cases of the fulminating type and also, to a 
great extent, in the class of cases where hysterectomy 
offers the best chance of life. 

Now when shall this formidable operation be under- 
taken? I wish I could give you exact advice. It has been 
performed, since Halbertsma, of Amsterdam, led the way, a 
sufficient number of times to show that *it is an operation 
promising a reasonable degree of success. But count the 
cost and then consider if the woman might not have recov- 
ered anyway. Our studies of infection show that invasion 
of the uterine musculature and the formation of abscesses 
there are rattier rare. The condition of metritis dessicans 
is seldom observed. When infection of the endometrium 
occurs primarily the infection-atrium is usually the placental 
site. In a large proportion of cases the organisms which 
are the active agents in the infective process now established 
on the uterine mucosa are shut off, as Bumm has told us, by 
an underlying area of granulations. When metastatic 
abscess formation occurs it is often the result of injudicious 
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intra- uterine manipulation or of direct infection together 
with traumatism. These conditions can be remedied or, I 
should say, prevented, by intelligent prophylaxis. When 
infection extends from the endometrium, the barrier erected 
by the phagocytes may break down or be wanting. In that 
event the germs directly penetrate the lymph spaces and 
diffuse themselves and their toxines rapidly through the 
system, more especially by means of the lymphatics. Here, 
however, it is well to observe, the uterus itself is essentially 
unaffected. The serious symptoms are not observed until 
invasion has spread through the uterus and beyond it into 
the general lymphatic [circulation. Removal of the uterus 
now has rarely but little effect on the general condition of 
systemic infection except as the shock from a serious opera- 
tion under these conditions may very greatly add to the 
danger of the patient or the necessary manipulations may 
predispose to extension of infection. 

Outside of the United States hysterectomy during the 
puerperium has been performed but rarely and usually with 
a fatal result. Schultze in 1886 did a supra-pubic amputa- 
tion of the uterus in a case where the placenta was retained 
and could not be removed per vias naturales. As soon as 
the placenta commenced to putrefy the corpus uteri was 
amputated and the pedicle treated extra-peritoneally, as was 
the custom at that time. The woman died, but Schultze's 
experience prompts him to advise the operation when there 
is recognized within the uterus a source of infection which 
is continually producing its deleterious effect and which 
cannot, in our judgment be successfully removed through 
the vagina. It must be recognized, he claims, that the in- 
fection within the uterus is the sole danger and that no ex- 
tension of the infection by thrombosis or embolism is pro- 
bable. 

Sippel was the first to do supra- pubic amputation of the 
uterus for sepsis. There was, in his case, inflammation in 
the corpus uteri but the cervix was free from infection and 
also, as he states, the parametrium and perimetrium. His 
case died but that incident does not prevent him from assert- 
ing that the operation should be done only for_ sapreemia 
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when the putridity is limited to tlie uterus and no Systemic 
infection has occurred. He tells us the cervix need not be 
removed as the interior of the uterus alone is the source of 
infection. He also explains that vaginal hysterectomy is 
too dangerous and that the fetid contents of the uterus can 
easily iniect the peritoneal cavity. 

A gentleman in Freiberg with the euphonious name of 
Wybe Ypma tells us, in 1895, of a woman who was delivered 
without having been examined. The twelfth day after labor 
she had a septic endometritis from retention of placental 
remnants. These were removed and a uterine douche of di- 
luted chlorine water was given. Soon afterwards the pa- 
tient had a chill and her pulse and temperature rose. She 
now was subjected to permanent drainage by means of a 
glass drainage tube and ' the douches of diluted chlorine 
water were given every hour. Her temperature rose to 41° 
C. and her pulse to 144. Her tongue became dry. The 
question of extirpation arose and the following remarkable 
presentation of the situation was submitted: — "Either the 
septic process is limited to the corpus uteri, then is extir- 
pation to be advised, or there is already a general infection, 
then the operation doesn't help but it also does no harm. " 
The logic of this statement was apparently irresistible for 
the operation was performed on the fourteenth day after 
labor and was followed by the death of the patient on the 
twenty-sixth day. The autopsy showed myocarditis, septic 
thrombosis of left iliac and crural veins and pleuritis. This 
author, also, as the result of his experience, advises opera- 
tion when the septic process is limited to the uterus. He 
tell us, in conclusion, that in his case the parametrium was 
free from infection, 

I have talked in vain to you if the errors and illogical 
reasoning in these cases are not at once apparent. I am 
happy to say that Fehling and others took decided exception 
to the views here advanced. The protective influence of 
the phagocytic barrier was disregarded in all three instances. 
The hourly douches and permanent drainage unquestionably 
favored extension of infection. One uterine douche followed 
perhaps by the use of peroxide of hydrogen or possibly the 
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l ntelligent employment of the curette would have given the 
women a better chance. Indeed I am not so sure that it 
might not have been the best treatmentto have followed the 
advice of .Schrader, of Hamburg, who asserted that the 
puerperal woman should stink herself out. The possibility 
of causing metastatic abscess formation and otherwise inter- 
fering with the beneficent work of the phagocytes by inju- 
dicious manipulation, seem never to have occurred to these 
operators. The idea that if the operation does no good it 
can do no harm is fallacious and shows our ignorance or dis- 
regard of the capability of nature's reparative efforts. More- 
over the method of operating is obsolete, as we all know. 
Sacral resection, which Harzfeld says is only possible when 
the uterus is displaced backwards to some extent, is also a 
procedure never to be considered in cases of this character. 

Freund, of Strassburg, found in the post-mortem exam- 
ination of pyeemic cases an isolated thrombo-phlebitis of the 
spermatic vein on the side where the placenta was situated. 
He cut off the broad ligament and the vein in two cases but 
both patients died. Nevertheless he thinks the operation 
advisable and indicated when there is intermittent fever and 
pain in the placental site and broad ligament, in which 
opinion, by the way, he stands alone. 

Lusk spoke on this subject some two or three years ago. 
He called attention to the symptomatology of infected 
thrombi, telling us that the attack is ushered in by a violent 
chill followed by a high fever. Then, as we know, for per- 
haps thirty six hours the patient seems perfectly well, but 
another chill follows. Lusk asks if it is not desirable after 
the second chill, when there is no longer doubt of the diag- 
nosis, to perform hysterectomy and thus to prevent the 
spread of the pysemic processes. Baldy replies by asking 
why we should wait for the second chill. He collects, in 
May 1895, nineteen such operations with seven successful 
results. In most of these cases more or less suppuration 
was found in the uterine walls. He remarks that all the 
seven recoveries were so many cases snatched from inevita- 
ble death, a statement, by the way, in which I cannot concur. 

Phlebitis and thrombosis are not, in my judgment, suit- 
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able cases for hysterectomy or other operation. Hirst in- 
sists that they do better without operation in every instance. 
They are usually associated with phlegmasia alba dolens 
and as a rule recovery takes place. When thrombi are in- 
fected and dislodged, when metastatic abscess formation has 
begun, our attention should be directed to the general con- 
dition of the patient and the care of the local abscesses that 
form, for the mischief is done and the focus of infection 
within the uterus is no longer the factor of importance. 

There are cases where hysterectomy is unquestionably 
indicated. When suppuration occurs in the subperitoneal 
cavity of the pelvis we sometimes find abscesses to either 
side of the uterus and in the cul-de-sac of Douglas. The 
uterus is apparently surrounded by pus. Our vaginal incis- 
ions show large collections of pus and in order to provide 
proper drainage we may think -best to remove the uterus. 
We may be influenced to this decision by the fear that other 
abscesses are present between kinks of intestine or that the 
uterus itself is. the seat of pus collections. 

Then again when the symptoms warrant an abdominal 
section we may find behind the uterus, as Penrose did in one 
case, an accumulation of several ounces of pus encysted by 
the adherent uterus, omentum and intestines. The uterine 
tissue may be as soft as cheese so that the finger may pass 
through the uterine wall with very slight force. It is need- 
less to say under these conditions hysterectomy is no longer 
an operation of election but becomes imperative. 

Here are two conditions then where hysterectomy is in- 
dicated. I know of no others — that is, no other practical 
indications. Theoretically we may argue as we choose. 
In the presence of a patient, the actual state of our knowl- 
edge to-day admits, in my opinion, the justifiability of the 
operation only under the conditions mentioned except it be 
in those rare cases of mutilation or rupture of the uterus 
where sepsis is present or is deemed inevitable or where re- 
pair of the injury is impracticable. 

A few words regarding technique may be pertinent. 
The operation, if my judgment in the matter is followed, 
will not be undertake* unless there is an accident requiring 
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investigation or repair or unless, in our operative procedures 
for pelvic suppuration, it becomes evident that removal of 
the uterus is advisable to secure proper drainage or because 
the organ is itself a dangerous focus of infection. Hyster- 
ectomy, under these conditions, is a subsidiary undertaking 
and our method of operation depends very largely upon the 
course that has been adopted in reference to the main fac- 
tors in each particular case. If we have opened an abscess 
by vaginal incision through the left fornix and find evidence 
of suppuration in the other side we will at once make an in- 
cision in the right fornix and in many cases we will succeed 
by judicious treatment in draining the abscess-cavity so 
that its walls may fall together and it may ultimately be- 
come obliterated. In certain instances we may conclude 
that these measures fail to provide adequate drainage. We 
may fear that there are abscesses beyond our reach or we 
may decide that the uterus itself is septic. Under these, 
conditions we will probably continue our work within the 
vagina and remove the uterus by vaginal hysterectomy, the 
details of the operation varying according to the difficulties 
encountered. In some instances the organ with its adnexa 
may be removed entire; at other times it will be removed in 
sections or the fundus will first be delivered through our in- 
cision. Haemostasis will probably be secured by forci-pres- 
sure in preference to ligatures, for the haemorrhage is apt 
to be excessive. 

There are other cases where our incision is abdominak 
The pus may be in relation to the adnexa, the appendix of 
the peritoneum. It may be possible to remove the parts af- 
fected in their entirety or to satisfactorily drain the pelvic 
abscess through the abdominal wound or by counter-drain- 
age through the vagina. When the uterus is involved and 
its removal seems necessary we will probably continue on 
in our work through the abdominal incision, the operation 
being greatly facilitated by the Trendelenburg position. 
We will in most instances apply forceps to the broad liga- 
ment and cut away the uterus about where the cervix pro- 
jects into the vagina. We will then remove our forceps one 
by on* and ligate the tissue that was held in their gras p 
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Our efforts to separately ligate arteries, as is now the 
custom in most abdominal hysterectomies, will probably be 
unsuccessful on account of the increased vascularity of the 
parts. 

I show you in this connection the giant hysterectomy 
forceps which I devised some ten years ago. They were 
chiefly used in cases of removal of large uterine fibroids 
where vaginal hysterectomy was impracticable. They seize 
a very large amount of tissue as you see and they have been 
found especially useful where haemorrhage was excessive or 
the tissues were friable. 




The Denslow Lewis Giant Hysterectomy Forceps. 




The Denslow Lewis Curved Giant Hysterectomy Forceps. 

If the cervix has been seriously lacerated, and indeed in 
almost all cases when the f undas uteri is septic, the portio 
vaginalis should be removed if its removal is not attended 
by a great increase in the risk. I realize that operations of 
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this character are often undertaken when the woman is in 
extremis and the element of time may be of vital importance. 
Our knowledge of the lymphatic distribution should teach 
us in every case the probability of an extension of infection 
and should make us understand the desirability of removing 
every focus. 

I must ask you to remember the technique of the extra- 
peritoneal method. Lawson Tait tells us that hysterectomy 
so performed is the simplest of abdominal operations. In. 
Porro's operation and in the removal of large fibroids I have 
seen some very brilliant recoveries. Today we like to be 
exact in the placing of ligatures and the coaptation of cut 
surfaces and this tendency toward clean and accurate sur- 
gery is commendable. At the same time cases are still met 
with when the extra- peritoneal method under certain condi- 
tions will save life. Suppose you are suddenly called to a 
case of rupture of the uterus. You may have had but little 
experience in abdominal surgery and your supply of instru- 
ments may be limited. It must be a satisfaction to know 
that the abdomen can be incised, the uterus pulled up into 
the incision and a rubber ligature or a piece of drainage 
tubing can be tied around it so as to stop the haemorrhage. 
Then two long hat pins, made aseptic by boiling, are made 
to transfix the mass under the ,ligature and serve to hold it 
in place. Large pieces of gauze are placed around the uterus 
so that no blood may enter the abdominal cavity. A portion 
of the mass above the ligature is now seized with large for- 
ceps. This is to control haemorrhage, if there be any, when 
with our scissors we cut into the mass just above the for- 
ceps. Successive portions of the uterus are removed in this 
way until the stump is left — a raw, irregular surface with 
ten or a dozen forceps grasping the tissue where we have 
cut away perhaps the upper two thirds of the uterus. Now 
the pieces of gauze are taken away and the abdominal incis- 
ion is closed. We used to sew the peritoneum to the peri- 
toneum of the stump butPorro told me, some years ago, that 
this was unnecessary and he ought to know. We simply 
wind some gauze around the stump under the pins and ap- 
ply a simple dressing. In a day or two all forceps can be 
removed and in the course of time the stump shrivels up 
and heals from the bottom. 

This is not an ideal hysterectomy according to our latest perfection of technique. 
Nevertheless it has been done many times with good results. Under suitable con- 
ditions in certain emergencies it is still available. It is, when immediate hysterec- 
tomy is indicated, vastly better than doing nothing and its simplicity and ease of 
execution are points in its favor which many of us will appreciate. 
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CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Patton, M. D., Professor of Internal Medicine, 
Chicago Policlinic. 

LOBULAR PNEUMONIA. 

Lobular pneumonia (broncho* pneumonia, catarrhal pneu- 
monia) is an inflammation of the lung tissue occurring, 
as a rule, secondary to inflammation of the bronchi. For- 
merly it was regarded as due to direct extension of catarrhal 
inflammation from the tubes to the alveoli, but the presence 
of various septic organisms in lobular inflammation of the 
lungs has modified this view more in accordance with the 
clinical facts. Undoubtedly, in very young people, the so- 
called simple form of lobular pneumonia occurs from direct 
extension of a catarrhal inflammation of the bronchi. On 
the other hand we find isolated areas of lobular inflammation 
occurring in portions of the lungs where there has been no 
previous bronchitis and which can only be explained by the 
infection, by aspiration or otherwise, of the lobules in- 
volved. 

jEtiology.— Mixed infection is rather the rule than 
the exception in lobular pneumonia. The various organ- 
isms which have been identified with this form of pneu- 
monia are the streptococcus pyogenes, the pneumococcus 
of Friedlander, the staphylococcus, the colon bacillus, the 
micrococcus lanceolatus and the tubercle bacillus. These 
organisms may present singly or in any combination in lob- 
ular pneumonia. [In Pearce's analysis of forty six cases, 
the most frequent single infection was by the streptococcus, 
and the most frequently combined organisms were the 
streptococcus, staphylococcus pyogenes aureus and pneu- 
mococcus.] 

Recognizing an anatomical and clinical distinction 
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between bronchiolitis and lobular pneumonia, it is appar- 
ent, in view of modern bacteriological knowledge, that di- 
rect infection or irritation of the lobules, through the aspir- 
ation into them of organisms, or secretion, or both, is fre- 
quently the cause of lobular pneumonia, and that the latter 
occurs entirely independent of contiguous bronchial in- 
flammation. 

While lobular pneumonia is most frequent in infancy 
and old age, it may occur at any time of life in weak and de- 
bilitated subjects. Any influence which weakens individ- 
ual resistance predisposes toward the development of this 
form of pneumonia. The various causes of bronchitis, irri- 
tation of the respiratory tract by the inhalation of gases, 
dust, particles of carbon or metals, the aspiration of food, 
saliva, blood or discharges of various kinds into the lungs, 
infection by the organism of actinomycosis, the bacillus of 
glanders or the specific infections of measles, whooping- 
cough, diphtheria or variola may cause lobular pneumonia. 

Bronchitis and tuberculosis are the diseases of the lungs 
which most frequently cause lobular pneumonia. Tubercu- 
lar lobular pneumonia is a marked feature of the clinical 
history of acute pulmonary tuberculosis. Pulmonary in- 
farction, abscess, gangrene, collapse, and traumatism may 
cause lobular pneumonia. Pulmonary collapse, which 
sometimes seems to precede the inflammation, probably acts 
as a cause of the latter by modifying the circulation and re- 
sistance of the alveolar tissues, thus favoring infection. 
The exanthemata, the infectious fevers, rickets, dysentery, 
and extensive burns of the skin (Wilks) may be accompanied 
by lobular pneumonia. 

Morbid anatomy. — Lobular pneumonia is more fre- 
quently bilateral than any other form of pneumonia. It 
occurs in any portion of the lungs, though, with the excep- 
tion of tuberculous pneumonia, it is most often found in the 
lower portions. It may occur as scattered areas of lobular 
consolidation (disseminated pneumonia), or the aggregation 
of numerous areas of consolidation may resemble, clinically 
and anatomically, the croupous variety of pneumonia. Iso- 
lated patches involving but two or three lobules may occur. 
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The lesions of lobular pneumonia and its associated 
conditions present a great variety of anatomical changes. 
Bronchitis is most always present, but in some cases of tu- 
bercular or other infection by aspiration, previous bronchial 
inflammation of that particular area will not be found. 
More or less congestion, oedema and emphysema will be 
present. Large or small areas of collapse may be present, 
particularly at the base or along the free borders of the 
lower lobes of the lungs. 

Areas of the lobular pneumonia are conical in shape 
with their base outward like collapsed lobules. The base 
of the pneumonic patch, if at the surface, is raised, never 
depressed. The mass is less pliable and more nodular than 
that of collapse and its pleural surface is more apt to be 
covered with lymph. Pneumonic patches may be distinct 
or ill-defined. They vary in size from a pea to a hazelnut. 
On section they are dark red or greyish with yellowish cen- 
ter; soft, friable, smooth or slightly granular. The patches 
may be discrete or form racemose groups. When aggre- 
gated in large areas the surface of the cut lung is not as 
uniform as in croupous pneumonia, greater variety of stage 
being exhibited. Fusion of lobules, irregular peripheral 
distribution and slight or absent pleural exudate distinguish 
lobular from lobar inflammation. Fused patches of lobular 
inflammation may be paler, drier and firmer than usual and 
resemble gray hepatization. 

In the early stages of lobular inflammation the alveoli 
contain fluid, red corpuscles and leucocytes; the alveolar 
epithelium is swollen and granular. The alveoli become 
filled with a mass of cells consisting mainly of leucocytes, 
in the acute form, and of epithelium in the more chronic 
variety. In septic cases hemorrhagic exudation, suppura- 
tion, or sloughing and gangrene may occur. The walls of 
the finer bronchi are infiltrated with small round cells and 
their lining proliferates. Peribronchial infiltration is usu- 
ally present. 

Resolution through fatty metamorphosis, expectoration 
and absorption, is the usual termination, though this pro- 
cess is slower than in croupous pneumonia and may occupy 
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a sufficient length of time to induce thickening of the alve- 
olar and bronchial walls and dilatation of the finer brotlchi. 
In chronic cases, fibrosis and bronchial changes may be 
marked. In tubercular cases caseation, encapsulation or 
necrosis results. Enlargement of the bronchial glands, 
emphysema, collapse, carnification and hypostatic pneu- 
monia are frequent accompaniments of lobular pneumonia. 

Clinical, history.— There is no disease of the lungs 
which presents so varied a clinical course as does lobular 
pneumonia. Occuring at the extremes of life and in associa- 
tion with various infectious disorders; favored by toxic and 
septic conditions and lowered vitality, it exhibits a complex- 
ity of physical signs and clinical symptoms closely inter- 
woven with those of tbe affection of which it is a more or 
less intimate component part. 

The onset of lobular pneumonia is not so sudden as that 
of croupous pneumonia, nor is its advent marked by a chill. 
In association with the infectious diseases of children, the 
advent of the pneumonia may be marked by convulsions, 
delirium or vomiting; more often it is announced by a more 
or less sudden rise in temperature, dyspnoea and cough. 
In old people the advent may be very insidious and marked 
only by great prostration and slight rise in temperature and 
respiratory rate; cough may be entirely absent. 

The temperature range is irregular. In children it may 
be as high as 10-t° — 105°. Marked remissions and exacerba- 
tions occur. In old people the temperature may not go 
above 101°. Defervescence is by lysis, a critical period not 
being observed. The breathing is rapid, shallow, and var- 
ies from forty to ninety per minute, being most rapid in 
children. The pulse is rapid, small and feeble, and varies 
from one hundred and ten to one hundred and eighty. 
The cough is short, hacking, dry and may be painful. Ex- 
pectoration is scanty, slightly viscid and may be absent in 
children or old people, and in the latter there may be no 
cough. Dyspnoea, cyanosis and orthopnoea may be 
present. 

Lobular pneumonia is a marked feature of the clinical 
history of acute pulmonary tuberculosis in which its re- 



Digitized by 



Google 



102 PATTON: LOBULAR PNEUMONIA. 

curring attacks mark the progress of this fatal disease. 
Again, the inception of the tuberculous process may be 
characterized by a lobular pneumonia. Haemoptysis is a 
frequent symptom of these attacks of tubercular lobular 
pneumonia, as in the following case recently referred for 
opinion: 

Mrs. T. aged 23. Good health until three months ago 
when she developed a slight cough. Three weeks ago the 
cough became worse, there was fever, loss of appetite and 
strength. Two weeks ago began to spit up blood and has 
continued to expectorate bloody mucus and at times clear 
blood. Pulse, 110; temperature, 101°. Examination 
showed a well marked lobular pneumonia involving the 
upper third of the superior lobe of the right lung. 

Lobular pneumonia may occur in connection with bron- 
chitis and in the absence of bronchiolitis, probably through 
the aspiration of secretion into the lobules. The following 
instances illustrate this: 

Man aged 38. Tinner by trade. Has a slight attack of 
bronchitis which has existed about a week. Two days be- 
fore presenting himself he felt worse; his cough was drier, 
breathing somewhat shorter and he felt feverish. His 
temperature, at the time of examination, was 101°; pulse, 
100. Auscultation showed harsh breathing with a few mu- 
cus rales in the upper part of the right lung. In the ante- 
rior axillary line at the level of the sixth rib on the left side 
there was an area about the size of a silver dollar which 
showed bronchial breathing with few fine crackling rales at 
the periphery. The respiration between this point and that 
of the bronchitis in the upper lobe was normal. 

Examination, a week later, showed resolution to be 
well advanced in the small pneumonic area, while there was 
another area, about two inches in diameter, at the lower 
angle of the left scapula, which showed dullness and bron- 
chial breathing. This area cleared up in about a week and 
the patient was discharged. 

Boy aged 9 years. Has been troubled more or less for 
two years with an asthmatic form of bronchitis. Three 
days before presenting himself at the clinic he became 
worse; his cough became dry and irritating, his breathing 
rapid and short, there was fever and thirst and he com- 
plained of some pain beneath the left shoulder blade. At 
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the time of examination his temperature was 101.5°; pulse, 
110. There were a few moist, and occasional sonorous 
rales throughout both lungs. In the lower posterior por- 
tion of the left lung there was a well defined area of consol- 
idation about an inch and one-half in diameter, surrounded 
by fine subcrepitant rales. Over this area the breathing 
was distinctly bronchial in character. 

One week later the boy returned feeling much better. 
His temperature was normal, pulse, 80. Auscultation of 
the inflamed area showed harsh breathing wiih mucus 
rales. 

Tbe duration of lobular pneumonia is indefinite. It 
may last from a week to three or four weeks. If only a 
few aggregated lobules are involved resolution may be ex- 
pected in a week or ten days. If there is successive invasion 
of segregated areas, the course of the disease may be much 
prolonged. This is most likely to occur in the tubercular 
pneumonias of acute phthisis. 

Lobular pneumonia is most fatal in children before the 
age of 5 years, and when secondary to measles and whoop- 
ing-cough, in old people and in connection with bronchitis. 

Symptoms and diagnosis.— The symptoms of lobular 
pneumonia are varied and irregular. When the disease oc- 
curs in connection with measles, whooping-cough or with 
bronchiolitis, it is ushered in by fever, rapid pulse and 
breathing, possibly some dyspnoea; the cough changes, be- 
coming dry, hacking and annoying, with scanty, more viscid 
expectoration. 

In children, especially in connection with bronchiolitis, 
the rhythm of the breathing is changed; the respiratory 
pause being before, instead of after, expiration. There is 
rapid, forcible inspiration, a pause, explosive expiration 
immediately followed by inspiration. Short pauses in re- 
spiration may occur or the breathing may assume the 
Cheyne-Stokes type. When much bronchitis is present 
or a considerable number of lobules are involved, the 
breathing will be difficult and dyspnoea will be present. 
The alee nasi show respiratory dilation, bhe accessory 
muscles of respiration act strongly. If bronchial obstruc- 
tion is marked, the forcible action of the diaphragm 
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causes inspiratory depression of the epigastrium. General 
oyanosis and lividity are unfavorable signs. 

The dyspnoea does not correspond to the physical signs, 
as a deep-seated lesion may show marked dyspnoea and but 
few physical signs, while a more diffuse affair with high 
temperature may be accompanied by little dyspnoea (North - 
rup.) The dyspnoea may accord with the degree of ob- 
struction from bronchitis. When bronchiolitis is severe, 
dyspnoea, cyanosis and lividity are more pronounced, the 
respiratory tract becomes less irritable, cough ceases and 
the patient seems better, but as the right heart begins to 
dilate there is increased cyanosis and lividity, cold ex- 
tremities, inability to cough, diminished frequency of 
breathing, rapid, feeble pulse, dilated pupils, insensible 
corneas and death by asphyxiation. 

In old people the symptoms may be very indefinite. 
The fever may be slight, cough absent, breathing not very 
rapid, and dyspnoea absent if bronchitis is not severe, and 
only a careful physical examination will indicate the nature 
of the trouble. 

When lobular pneumonia occurs secondary to bronchitis 
we may be able to trace the extension of the bronchial in- 
flammation inwards by the appearance of small mucous, 
sub crepitant and fine crepitating rales, or, the first evidence 
may be that of consolidation in a hitherto uninvolved area 
of lung. The crepitant rale is definative of pneumonia and 
seldom heard in lobular pneumonia. Harsh breathing or 
broncho -vesicular breathing with a variety of moist rales 
are the usual signs of the early stages. When consolidation 
has occurred we may get bronchial breathing and bron- 
chophony if the area is large enough or if the associated 
bronchitis does not obscure these signs. A small, superficial 
area of consolidation without much or any bronchitis, will 
give distinct signs of consolidation, while a much larger 
but more deeply seated area accompanied by bronchitis 
which obstructs the tubes, will furnish very indefinite signs.* 

•Northrup warns against mistaking the tubular quality of the breathing heard 
between the scapulae in dyspnoelc children, for bronchial breathing. This mistake 
is not likely to occur if more attention Is given to the pitch of the expiratory 
sound than to the quality of the respiratory sounds. 
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Percussion dullness depends on the same factors as the 
breath sounds, but is not so reliable, as the pitch of the note 
is more effectively modified by intervening areas of normal 
lung tissue. It is only when isolated areas of superficial 
inflammation, or large areas from aggregation of inflamed 
lobules, occur, that percussion will give reliable information; 
In children when numerous areas of collapse are added to 
lobular inflammation, and in old people when carnificatiorL 
of the lung, hypostatic pneumonia, lobular pneumonia and 
collapse are inextricably mingled in the base of the lungs, 
the physical signs are decidedly indefinite, there being 
simply lost motion, partial dullness and suppressed respira- 
tory sounds. 

When, through the aggregation of numerous inflamed 
lobules, considerable areas of consolidation occur, the 
disease may resemble croupous pneumonia. The secondary 
nature, slower development, the absence of chill, lower and 
more irregular temperature, more rapid pulse, slower res- 
piration, the involvement of only a portion of a lobe, its 
bilateral occurrence and the presence of disseminated 
areas of consolidation in other portions of the lung, 
together with the demonstration of streptococcus, staphylo- 
coccus, or a mixed infection, will differentiate. 

Bronchiolitis with extensive collapse of the lung, in 
children, is to be distinguished from pneumonia chiefly by 
the development of rapid breathing, dyspnoea and cyanosis 
before or without a corresponding elevation of temperature. 
The physical signs may be practically identical. However, 
this condition is, as a rule, but a precursor of pneumonia, and 
the distinction is, therefore, not important. In infants, the 
differentiation between pleurisy and pleuropneumonia may 
be impossible except by the use of exploratory puncture. 
In older children a considerable degree of pleurisy is more 
apt to be associated with croupous than with lobular pneu- 
monia. Enteric fever and meningitis may closely simulate 
lobular pneumonia. 

Acute disseminated tuberculosis of the lungs may be, in 
the beginning, impossible of differentiation from lobular 
pneumonia except through the presence of the bacillus 
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tuberculosis. A lobular pneumonia constitutes the essential 
anatomical lesion of this form of phthisis and the nature of 
the disease is determined by demonstrating the nature of 
the infection. 

The most unfavorable symptoms of lobular pneumonia 
are rapid, feeble or irregular pulse, sudden fall in tempera- 
ture, cessation of cough, slowing of respiration with 
changes in its rhythm, the appearance of stupor, delirium* 
cyanosis or lividity. 

Treatment. — The management of lobular pneumonia 
is largely symptomatic. It is not apparent that specific 
treatment can be of benefit, unless, through the agency of 
some serum, such as an ti- streptococcus serum, we can 
avoid the irregular terminations which are likely to occur 
in inflammations depending on severe infections with 
pyogenic organisms. 

In lobular pneumonia in children the patient should be 
placed in a well- ventilated room. If the cough is loose and 
the child perspires, the air should be fresh and dry. If the 
cough is tight, the expectoration viscid and scanty and the 
skin dry and hot, a tent may be arranged around the bed 
and the air be kept charged with steam by some sort of va- 
porizing apparatus. The diet should be milk or some of 
the prepared milk or beef foods. Lime-water should be 
added to the milk and the food should be given in small 
quantities every three hours. Unless pain prevents, the 
position of the child should be frequently changed so as to 
favor deeper inspiration, especially when bronchiolitis is 
present. 

Stimulant expectorants must be given. Muriate or car- 
bonate of ammonia, senaga, etc. Two grains of chloride of 
ammonia, one-fourth of a drop of tincture of aconite root, 
fifteen drops of the liquor of the acetate of ammonium may 
be given every two hours to a child two years old. [Dr. 
Burney Yeo recommends benzoate of soda internally, and a 
warm, alkaline spray containing bicarbonate of soda, gly- 
cerine and carbolic acid.] When the cough is troublesome 
it must be controlled with small doses of paregoric, Dov- 
er *s powder or codeine. Care must be exercised in the ad- 
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ministration of these sedatives, especially when bronchio- 
litis is present, as they may add to the danger of paralysis 
and obstruction of the bronchial tubes and consequent col- 
lapse of the lung. When cyanosis is present, especially in 
old people, oxygen is of great service and may be adminis- 
tered more continuously and effectively when warmed by 
passing it through a spiral metal coil placed in warm water 
(Fowler). 

In children, the chest should be protected with a cotton- 
batting jacket. When pleurisy is present a poultice is 
most useful in relieving pain and nervous dyspnoea. It 
should be applied so as not to obstruct respiration, should 
be covered with dry, warm flannel and not be allowed to be- 
come cold. If expectoration is scanty and mucus obstructs 
the tubes, an occasional dose of one grain of powdered ipe- 
cac may relieve this condition, or, if the obstruction threat- 
ens asphyxiation, larger doses (five to fifteen grains; five 
grains for a child one year old) to produce vomiting, may 
be necessary, In asphyxiation from associated collapse of 
the lung, inflation of the lungs has been recommended. 
The abdomen i^ tightly wrapped with a bandage, the nose 
closed with the operator's fingers and his mouth applied to 
that of the child. This method is of doubtful utility, if 
the pulse and respiration become very rapid, strychnia must 
be given in stimulant doses and preferably by the hypoder- 
mic method. In children, from one one-hundredth to one-fif- 
tieth of a grain may be used every two to four hours; in 
adults from one-thirtieth to one-twentieth of a grain at 
similar intervals. Many cases may be tided over the dan- 
gerous period by the energetic but careful use of strychnia. 

Various hydrotherapeutic measures are recommended 
for the relief of high temperature and dyspnoea in lobular 
pneumonia. Undoubtedly these measures are the most val- 
uable at our command for this purpose, when properly mod- 
ified to suit the circumstances of the individual case. Jur- 
gensen recommends a twenty minute bath at a tempeiature 
of 77 Q to 80 Q P., combined with cold sponging of the chest; 
the bath to be repeated whenever threatening symptoms re- 
appear or the temperature reaches 103° P. Wilson Pox ad- 
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vises a cold bath (from one to three minutes) at a tempera- 
ture of 65° to 70° P., with cold applications to the chest. 
Pye-Smith advises tepid sponging and tepid baths. Fow- 
ler advises, for high temperature, dyspnoea and cyanosis, 
hot baths (104° to 110° P.) with cold affusions (60 Q to 65° P.) 
over the chest and back. Whatever degree of cold we em- 
ploy, the best evidence of its efficiency is diminished fre- 
quency of pulse and respiration. No absolute rule can be 
laid down based on the temperature. Children bear high 
temperature well, and a temperature of 103° cannot be held 
as abstract evidence of the necessity of a cold bath. It is 
rather the combination of high temperature, pulse and res- 
piration, which indicate the employment of hydrotherapeu- 
tics. My own experience is very favorable to cool sponging 
frequently repeated, or bathing, for from five to fifteen 
minutes, at a temperature of 98° to 100 Q P. The child can 
then be wrapped in a wet towel and a blanket and allowed 
to rest for from fifteen minutes to an hour when it should 
be gently rubbed and wrapped in a dry blanket. Northrup 
recommends a convenient method, of placing the nude child 
in a hammock made of a towel and lower ig it into the l>ath 
tub, bathing its face meanwhile with the same water as is 
used for the general bath. This method avoids much hand* 
ling of the child and is convenient. In old people, baths, if 
Vised at all, should be confined to sponging, as the exhaus- 
tion incident to the administration of baths is greater than 
in children. 

When the circulation shows evidence of failure, digi- 
talis and alcohol may be indicated temporarily, though 
these remedies will be less often necessary if strychnia is 
given early enough and in sufficient doses. 

In the management of the convalescing period we must 
use general and special callisthenic exercise, deep breath- 
ing exercises, climatic treatment, nutritious diet, tonic med- 
ication, as cod liver oil, guaiacol, iron and quinine, iodide 
of iron, syrup of hydriodic acid, mineral acids, in short, ev- 
ery medicinal or hygienic means which will increase the pa- 
tient's strength and respiratory capacity and lessen the dan- 
ger of secondary processes in the lungs. 
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Chronicle anb Comment. 

At the late meeting of the British Medical Association Dr. 
Yellowlees, of Glascow, in discussing the question of the 
mental responsibility for crime of the inebriate, said that 
there were two classes of inebriates: "(1) A class in which 
drunkenness was wilful and deliberate, indulgence leading 
to folly and crime. No one would question that such a 
drunkard should be punished, and the law provides punish- 
ment. (2) A very different class of inebriates in whom will 
power and self control and conscience were all destroyed 
and the man's nervous system and whole nature was utterly 
deteriorated, so that he could not help drinking on every 
opportunity. Such cases needed seclusion, care and treat- 
ment — not punishment, which would be cruel and useless." 

* * 

* 

Varicose ulcers of the leg have given many a physician 
no small amount of trouble. Many times these ulcers can 
be healed up by rest, the use of an elastic stocking or a 
properly applied bandage, or again, by the employment of 
antiseptic washes or stimulating lotions. [But they are 
oftentimes so prone to recur that patience ceases to be a 
virtue, both on the part of physician and ill one. Dr. Ernest 
Laplace, of Philadelphia, read a paper before the last meet- 
ing of the Pennsylvania State Medical Association upon this 
subject, maintaining that ' 'The treatment of varicose ulcers 
of the leg, acute or chronic, today should resolve itself into 
a radical cure of varicose veins of the leg, and as a result 
the ulcer will immediately take on a tendency to heal, and 
will require only ordinary attention to help the healing 
process. Furthermore, the cause being removed in the 
complete obliteration of all the superficial veins, the ulcers 
once healed remain permanently so, allowing the patients to 
attend to their work with impunity." 

* 
Murray, lecturer on midwifery at the Edinburgh School 
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of Medicine, remarked, in discussing the use and abuse of the 
midwifery forceps, at the late meeting of the British Medical 
Association: "The use of the midwifery forceps is a matter 
of grave responsibility, their improper and unskillful use 
does grievous injury, while in appropriate and skilled hands 
they may serve a beneficent purpose of the highest order. 
Whether the forceps are to be an engine of disease and death, 
or a means of protection alike to mother and child, will de- 
pend upon whether they are used with a seeing eye and an 
understanding heart— upon whether the obstetrician is 
prepared to put aside all adventitious considerations, 'the 
uneasiness of gossips/ — even the demands of the patient, 
most of all his own conscience, and interfere when, and only 
when, he has deliberately assured himself that the risk of 
interference is less than the danger of waiting. If this 
principle is unswervingly followed and carried out with 
reasonable skill, Baudeloque's commendation will still hold 
good, and the forceps will maintain their high place among 

the products of the ingenuity of man." 

* * 
* 

It seems that the controversy over specialism vs. gen- 
eral practice which was waged so strongly a few years ago 
— and even now occasionally bobs up — has passed over the 
usual course of bitter contention and found a more or 
less reasonable settlement from the natural evolution of 
the times. The general practitioner of a few years ago was 
alarmed at the prospects conjured up in his imagination 
that the special pursuits in medicine would so relegate him 
and his usefulness that his shop would have to, ultimately, 
be closed. It is needless to say that no such thing has oc- 
curred. It is safe to say that, consistent with the general 
conditions of "the times," his income has not suffered at all; 
that he has gone right along building up his practice, exer- 
cising a broad and wholesome intelligence over those in- 
trusted to his care and becoming more and more * -honored 
among men." Nor has he suffered obloquy in a professional 
way because he is only * 4 a general practitioner," notone whit. 
This is well shown in the meetings of medical men, and the 
confidence reposed by the specialist in the care and wisdom 
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of the qualified general practitioner. To be sure the bright, 
talkative specialist at medical societies has a certain at* 
tractiveness, because he says some things that are new, be- 
cause he is proficient in matters of detail, or because he has 
kept in memory what others have forgotten. But is he 
after all any more in consideration than the painstaking, all- 
round man, who speaks positively of the different phases of 
this or that affection, the man who is looked upon by his 
constituents as possessed of broad learning and keen judg- 
ment? Do not his brother practitioners often say they would 
sooner trust themselves or their friends in the hands of that 
well-rounded,general man than to some specialist. (And this 
is fully allowing for the personality of the men — the appeal 
is entirely to the confidence inspired by their experience, 
knowledge and ways of looking at causes and conse- 
quences.) 

We contend that the days of the general practitioner 
have not passed; indeed, we voice it that they have but just 
commenced! 

Then consider the side of the specialist. There are, 
after all, very few men who have been able to limit them- 
selves to a strictly special field, and almost every general 
doctor knows this. Either from necessity or natural inclin- 
ation the so called specialist will do "outside" work; and 
this diminishes the confidence, and provokes the hostility, 
of the general practitioner. Then again where strict special- 
ism does exist, it has found itself pushed off into a corner; 
it is thrown out of touch with the great general body of the 
profession, and this is not to be desired. It is next to being 
thrust out of the profession. It is almost the attitude of den- 
tistry—away from medicine, separate and distinct. In a gen- 
eral professional movement the specialist is not figured 
upon. "He doesn't count. He's not a doctor; he's a spe- 
cialist," is one way— a crude way — of expressing it. This 
is not at all liked by the specialists, as a body, nor, of course, 
by the specialist individually. He worked hard as a stu- 
dent to become a physician and naturally, and rightly, he 
does not wish to waive that distinction and regard of fellow- 
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Thus by virtue of the more ordinary progress of events 
the chasm between specialism and common practice is not 
widening, but rather is diminishing, as it should. 

Throughout all times some men have been recognized 
as more adept in given lines than others, and that recogni- 
tion has been honored by confidence and not by opposition. 
This, also, is as it should be. There should be no fight be- 
tween these two classes; they should work together, hand- 
in-hand, the one strengthening the other, each one confident 
of the worth, honor and unselfishness of the other — all 

brothers; all doctors. 

* * 

The state of Pennsylvania has an insane population of 
12,000 and there is an increase of from 300 to 500 annually. 

* 
A medical writer associates emotional journalism— "yel- 
low" journalism — with hysteria, both in a causative and con- 
tinuing relation. The sensuous novel has long been under 
the condemnation of the medical profession, and it certainly 
is but a step—whether upwards or downwards — to the sen- 
suous newspaper. We certainly do not need sensuous liter- 
ature; whereas censored literature might prove to be a very 

good thing. 

* * 
* 

The municipal care of the indigent tuberculous is com- 
ing to be a recognized necessity. Too many foci of infec- 
tion obtain when the poor tuberculous patient is cared for 
at home, where there are many about, and but little, if any, 
attempt at precautionary measures taken. As a social prob- 
lem in the conservation of human life this matter is de- 
manding attention. Following along this line it does not 
seem far away when there will be, in all large cities, sepa- 
rate retreats for those afflicted with the various infective 
diseases, designed to both limit the spread of such diseases 

and to minimize the individual results thereof. 

* * 

"The sun of the medical profession has not yet set, for 
we are beginning fresh enterprises of humanitarian benevo- 
lence, and standing shoulder to shoulder, and using as 
weapons our knowledge of curative and preventive medicine; 
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we fight against disease, suffering and death. I admit that 
it is a lifelong and hard battle, for there are few furloughs, 
and no retiring pension, but what is more noble than the de- 
votion of a life for the perpetuation of the health and hap- 
piness of one's fellow creatures? Though 'Life is short and 
the art long, the occasion fleeting, experience fallacious, and 
judgement difficult;' yet nothing is more inspiring than the 
concentration of all human effort to make that life more able, 
more fit, and more capable to struggle against the anxieties 
which everywhere meet and beset it." — T. Vincent Jackson. 

» * 
♦ 

Dr. A.M. Lesser, one of the army medical officers at 
Santiago says that all told he had forty one hundred and 
sixty-two cases of sickness under his charge, twenty-four 
hundred and twelve of which were cases of Cuban malarial 
fever, and all of these ended in recovery. His treatment 
consisted in first giving a saline cathartic, and then using 
moderate doses of quinine at intervals of every few hours, 
along with hydrochloric acid. For the intense headache 
that accompanied the fever he found small doses of gelsem- 
ium gave the best results. After the subsidence of the 
acute symptoms, and during convalesence a tonic of sulphur, 
camphor and capsicum seemed to cause a rapid disappear- 
ance of the malarial Plasmodium from the blood. 

* 

In this day of close instruction— bedside observation, 
laboratory diagnosis and confirmation of diagnosis, and ex- 
perimental research — it is with no small degree of interest 
that we fancy the medical man of the past, especially the 
medical teacher of the past — a couple of generations back. 
A short time ago we ran across a decription which while it 
may be a trifle exaggerated may be taken as an example of 
contrast. "The medical teacher of a few generations ago 
was a rather stiff somebody, with a long coat, with terrify- 
ing whiskers or severely shaven, somewhat unapproachable, 
as well as irreproachable. He had much erudition and 
even more style. His was the day of verbosity and the di- 
dactic lecture. He daily grounded his ponderous opinions 
on the demolished opinions of a thousand predecessors and 
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contemporaries. Of course when there was nothing but 
opinions to work on, it was clear that only one set of opin- 
ions could be right, and he scorned to soil his hands with 
an experiment, as he did to wash them for an operation." 

And yet we must, rightly, have reverence for those staid 
old teachers. They worked in the light of their time, as 
we work in the light of the present; and no man deserves 
contumely who dignifiedly upholds the knowledge of his 
day. 

* 

It has been said that the recent munificent endowment 
of Cornell Medical School of New York City ($1, 500,000) by 
O. A. Payne was prompted by a sense of deep gratitude to 
medical science for a recovery from a long and dangerous 
illness. If this is the case it is probably the most gener- 
ously bestowed, and the largest, medical fee ever given and 
received. Of course it is not a fee in one sense of the word; 
yet it is a recognition in a financial way of an obligation to 
medical science, and the medical profession is directly the 
beneficiary, for it will make possible the establishment of 
the best equipped medical school in this country, if not in 

the world. 

» # 

# 

Dr. Simon Baruch, of New York City, who is a close 
clinical observer, stands strongly for the bath, or Brand, 
treatment of typhoid fever. While probably the majority 
of physicians recognize and practice this form of treatment 
and are conversant with the well-established advantages 
thereof, yet it must be confessed that there are still a groat 
many who oppose the plan, or are reluctant to insist upon 
its use, preferring to depend upon the coal-tar antipyretics 
and the so-called expectant plan of treatment. This is un- 
just to the best interests of the patient, and is an obsolete 
method for a practitioner to employ; for if figures and clini- 
cal experience teach anything, they certainly teach us that 
a distinctly diminished mortality follows the intelligent em- 
ployment of the Brand method. We may get an idea of the 
reason therefor in the words of Dr. Baruch: "Abundant 
clinical observation has demonstrated that the lethal ele- 
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ment in typhoid fever is a toxsBmia which overwhelms the 
nervous system, according to its intensity, and depreciates 
all the vital organs which depend upon the integrity of the 
nerve centers for normal activity. To this toxaemia may be 
ascribed the high temperature, stupor, delirium, feeble 
heart-action with its hypostatic conditions, renal stasis, 
etc., to which the patient so often succumbs. The applica- 
tion of cold to the cutaneous surface by ablutions, affu- 
sions, or baths produces a shock. This is followed, if judi- 
ciously graded, by a reaction, the stimulating effect of 
which is conveyed to the central nervous system, arousing 
it from a lethargy which, in mild cases, is manifested by the 
rapid pulse, shallow respiration, elevated temperature, scant 
secretions, and in severe cases by cardiac failure, delirium, 
stupor, hypostasis, etc. Renewed energy is conveyed to 
the organs which maintain life and which have been crip- 
pled by reason of defective innervation. This is the promi- 
nent and important therapeutic principle, the recognition of 
which by the lamented Brand has saved many lives, and a 
correct understanding of which makes the physician inde- 
pendent of methods." (Med. Bee.) This writer does not 
favor the ice water coil, nor cool spongings; the one has 
but a local influence, the other is mere temporizing. The 
cold wet pack (70* P.), or the full bath at 70° P. for ten 
minutes at a time is advocated. 

♦ * 

# 

It does seem that the boasted power of human wisdom 
meets radical defeat in at least one particular of preventive 
medicine. The nature of the causation and the media of 
propagation of typhoid fever are as well known as any 
other fact in etiology ; and yet even medical men in posi- 
tions of more or less considerable authority will apparently 
stand helpless while the very poison flows past them to in- 
fect hundreds and thousands. And not men medical alone, 
but sanitarians and high public functionaries either disregard 
known conditions and consequences, or else find themselves 
helpless because of "red tape" politics, or some other hind- 
rance. In the majority of instances the poison of typhoid 
fever flows down. It is a question of topography (and water- 
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works) after the original pollution, and it does seem that 
preventive medicine could here exercise a powerful influ- 
ence. It certainly is no credit to the enlightment of our 
age, when we as a nation spend millions for defensive arm- 
or (to defend the lives of men against known, direct possi- 
bilities) and then gather a great army upon a field aud 
scarcely erect even a tissue paper barrier against another 
known and direct force which consequently killed thous- 
ands. To the ddgs with such inconsistent enlightment! 
Communities will arise in hysterical horror upon the ap- 
proach of a rabid dog, but sit in calm contentment while a 
potent poison is pumped into their homes and offered for 
their thirst. The army of a nation will be stirred to arms 
by telegraphic intelligence of the approach of a suspicious- 
looking vessel; but that same army will squat upon the 
banks of a polluted stream and court a scourge more terri- 
ble in suffering and consequences than the fiercest battle. 
Every municipality should have an officer of health — the 
most competent physician within its borders— who has 
knowledge enough to know what to do, and stamina enough 
to do it; and a nation undertaking the care of an army, 
should have officers of health with knowledge enough to knoiv 
what to do, and stamina enough to do it. 

* ♦ 
* 

The statement is often advanced by some old practi- 
tioner, anent the mortality and infections of childbirth, that 
in pre-antiseptic days there was but little "child -bed fever." 
He contends that notwithstanding all of this "antiseptic fol 
de rol" — as he is pleased to term it — puerperal infection is 
more prevalent today than thirty or forty years ago. 

There may be a grain of truth in the old doctor's con- 
tention, so far at least as figures go to show and where 
statistics have been carefully preserved for many continu- 
ous years. In England it becomes possible to arrive at 
some conclusions from the mortality returns, and these 
figures have been quoted to show that for the forty years 
from 1855 to 1895 there had been an increase with each ten- 
year period in the number of deaths from puerperal infec- 
tion. In the first decade of this period (1855-1864) of forty 
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years the death rate from puerperal sepsis was 1 in 206; in 
the second, 1 in 202; in the third, 1 in 192; and in the fourth 
1 in 188.5. 

Let it be understood, however, that this increase was 
altogether in private practice, for the hospitals have been 
quite purged of the old scourge. "Our maternity hospitals 
are no longer hot-beds of infection, and puerperal fever is 
in most of them practically unknown." — (Jardine.) 

Now then to come to a reason for this state of affairs 
brings up the methods of obstetrical attention; the condi- 
tions of life; and the individual conditions of, and qualifica- 
tions for, childbirth. 

No doubt the general conditions of life have changed 
very much in England during the Victorian reign — but it 
has been generally supposed to have changed for the better, 
that the race was better fed and better housed. It has been 
held that the English woman, coincidently with the English 
man, is now physically better than a half century ago. 

It then cannot be in general conditions; and if these 
general conditions have reflected to the advantage of vari- 
ous individual statos — as of course they have — then the 
woman herself is stronger and more qualified to withstand 
parturition in all its meaning. 

Then enters the question of obstetrical attention and it 
seems that this is the bone of contention, and especially in 
the matter of frequent examinations, post-puerperal exam- 
inations and applications (as douches, etc.) and instrument- 
al delivery. It seems to be traumatic infection that the 
woman gets. Lacerations or considerable abrasions first, and 
then, the door being open, the entrance of infection becomes 
so easy. While there is an exceedingly strong plea for the 
early use of forceps in dystocia, there is an equally strong 

argument in favor of rigidly careful care thereafter. 

* # 

* 

Lsennec, the recognized inventor of the science and art 
of auscultation, and who perfected that branch of physical 
diagnosis by his keen wisdom, indomitable enthusiasm and 
large experience, to such an extent as to permit of but little 
revision even up to the present day, afforded in his own 



Digitized by 



Google 



U8 CHROMCLE AND COMMENT. 

case one of those remarkable instances of introspective 
failure of his talents. That is to say, while he was a great 
master of the diagnosis of the various diseases of the chest 
in the thousands of patients who flocked to his great Paris 
Clinic, yet he failed signally to appreciate his own alarming 
condition, even after he was well advanced into the pro- 
nounced stages of pulmonary tuberculosis. "Infinitely 
pathetic was his endeavor to show that his physicians were 
mistaken in their diagnosis of pulmonary tuberculosis, 
when the symptoms of the disease were so evident, as he 
himself would have quickly recognized in one of his 
patients." So absorbed does a scientific man become in his 
labor for others that he is really blinded to his dangers or 
shortcomings; and however paradoxical it may appear, 
physicians practically are often disqualified to judge of 
themselves for themselves. 

* 
The annual course at the large medical schools of Chi- 
cago began during the last days of September, or early in 
October, with an attendance in the aggregate greater than 
in former years, and this notwithstanding markedly in- 
creased requirements. In two of the colleges the increase 
in numbers is given as twenty per cent, over former attend- 
ance. There are one or two particularly evident reasons 
for the increase; one being the generally improved con- 
ditions of t( the times," and another is the cessation of the 
war with Spain. While many may stand aghast at the in- 
creased numbers of medical students, and the old question 
will arise as to what will become of them? — yet there is this 
satisfaction certainly, they will be a better class of men, as 
a whole, than have ever been "turned out" before, if high 
requirements have aught to do with the making of a doctor. 
The medical men of the new century should be far better 
trained than those whose 4 'sheepskins" bear the eighteen 
hundred figures, and while this is going to make the older 
ones hustle, yet that is not a bad thing, and the profession 
altogether is going to move up to a higher plane. We will 
be benefitted, as a< profession, and suffering humanity will be 
a distinct gainer. 
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BHEUMATOID ARTHRITIS: ITS PATHOLOGY, MORBID AN- 
ATOMY AND TREATMENT. By Gilbkrt A. Bannatyne, M.D. 
Glas., Jf, R. 0. P. Ed. Bristol: John Wright <& Co., Second Ed- 
ition. 1898. 

This volume of 182 pages is devoted to a discussion 
about Rheumatoid Arthritis — better known as Arthritis De- 
formans. It presupposes perfect familiarity with the sub- 
ject on the part of the reader, and is therefore addressed to 
the experienced physician rather than to the unpractised 
student. Hence it is possible to excuse certain facts of con- 
struction that would otherwise seriously militate against 
the value of the book. For example, one must read more 
than half way through the volume before finding any at- 
tempt at description of the disease from a clinical stand- 
point. Then the description consists rather of an enumera- 
tion and discussion of symptoms that may or may not be 
present, than of a clear-cut picture such as a clinical master 
like Trousseau would place* before his readers. It is there 
fore possible to read the whole volume through without ac- 
quiring any clear, pictorial notion of the bed-side appearance 
of the cruel malady that forms its subject. 

The fault above indicated is characteristic of too much 
of the work that emanates from our schools of medical 
science. Authors are so engrossed with the study of micro- 
bic cultures that few of them have a taste or an opportunity 
for observation at the bedside, and medical literature thus 
produced is dry as dust. 

But, when allowance is made for the fact that Dr. Ban- 
natyne is not addressing the youthful members of the pro- 
fession, it is easy to discover in his volume a contribution of 
considerable value to the student of arthritis deformans. He 
maintains the thesis that this disease is a microbic disease, 
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sui generis, and that he and Dr. Wohlmann are the discover- 
ers of the microbe in question, even going so far as to ex- 
hibit on his pages the impress of certain portraits of the 
afore-said vegetable, wljich, however, like the majority of 
such delineations, carry no necessary conviction with them. 

The value of these microscopical studies must be deter- 
mined by professional bacteriologists. In the meantime, 
while waiting for their verdict, we can profitably pass time 
by reading the work itself, which will be found rich in plums 
of knowledge for those who know how to extract them. 

The author derives much encouragement from the mi- 
crobic theory of the disease, and proceeds therewith at once 
to elucidate the methods of treatment that have been hither- 
to so discouraging. Admitting that the disease Has been 
always regarded as incurable, he now accepts that view only 
in cases of long continued disorganization of a joint. Recent 
cases are to be cured, and advanced cases are to be relieved. 

Regarding arthritis deformans as the result of bacterial 
invasion of the joints, our author looks upon the toxines 
there liberated as the diffusible cause of the general as well 
as local symptoms. We must therefore look for antidotes 
to the toxines. First, good diet and perfect hygiene are re- 
quired. Amen to that! Then the patient must wear good 
woolen garments in sufficient number. Let us hope that 
they are within reach of everyone. Drugs for administra- 
tion may be divided into three classes: A — Substances 
which are antidotal to micro organisms, or to their products, 
and assist in their elimination. B— Substances that help 
the organism to resist the inroads of microorganisms; and 
other substances which are given empirically for relief. 
C— Substances .which are useful when applied externally. 

In the first of these classes are three groups. 1. Crea- 
sote; Creasotal; Guaiacol; Guaiacol Carbonate and Benzosol. 
2. B-Naphthol; Betol. 3. Salophen; Salol. Of the drugs 
guaiacol carbonate is the best in the group, exerting the 
same kind of influence over nutrition that it manifests in 
tuberculosis. 

In all cases where colonic disturbances exist, Bnaph- 
thol is the preferable drug. 
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When it is desirable to aid the small intestine, the sali- 
cyl compounds should be used, and of these salophen is the 
best. 

These substances not only act locally in the alimentary 
canal, but also act in the circulating fluids of the body. As 
gas tro- intestinal antiseptics these substances rank as fol- 
lows: E*br the stomach, bismuth and charcoal, and guaia- 
col carbonate; for the small intestine, salophen, salol, sod- 
ium salicylate, benzosol; for the large intestine, B-naph- 
thol and charcoal. 

The principle drugs in the second class that fortify the 
system against microbic action are the different prepara- 
tions of iron and arsenic — notably, the tincture of the per- 
chloride, so dear to British palates, and the syrup of the 
iodide of iron. Arsenic may be given in any way that suits 
the patient. Cod-liver oil must be given liberally as a food. 
Other drugs such as the alkalies, quinine, actaaa race- 
mosa, fraxinus, colchicum, guaiacum, ichthyol, etc., have 
been used with questionable results. Hyoscyamus and can- 
nabis indica are useful for the relief of painful muscular 
cramps, provided a reliable specimen of the remedy can be 
procured. 

The third class, including external applications, com- 
prises all the salves, liniments, fomentations, hot air and hot 
water that can be thought of. The most effectual applica- 
tion is a liniment of equal parts of guaiacol and glycerine, 
disguised with a few drops of oil of cloves and painted over 
the affected joints which are then covered with a dry dress- 
ing. 

Electricity is:useful in the later and subacute stages of 
the disease. Of greater value is the treatment with hot 
baths and massage combined. Hot air baths are also ad- 
visable if they can be taken under favorable conditions. 

H. M. L. 
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A CLINICAL TEXT-BOOK OF MEDICAL DIAGNOSIS, for Physi- 
cians and Students, Based on the Most Recent Methods of Examin- 
ation. By Oswald Vierordt, M. D., Professor of Medicine at the 
University of Heidolberg; Formerly Privat-docent at the Univer- 
sity of Leipzig ; Later, Professor of Medicine and Director of the 
* Medical Polyclinic of the University of Jena. Authorized transla- 
tion with additions by Francis H. Stuart, A. M. , M. D. Member 
of the Medical Society of the County of Kings, New York ; Fellow 
of the New York Academy of Medicine ; Member of the British 
Medical Association; Ex-President of the Brooklyn Pathological 
Society ; Obstetrician to the Brooklyn Hospital, etc. Fourth Am- 
erican Edition, from the Fifth German, Revised and Enlarged with 
One Hundred and Ninety-four Illustrations. Philadelphia: W. B. 
Saunders. 

A work that has passed through five Continental and four 
American editions in ten years has certainly established it- 
self in a secure as well as prominent place in medical litera- 
ture. Vierordt's Medical Diagnosis has, under the skillful 
treatment of Dr. Stuart, obtained -as marked success as an 
English text book as has been accorded to its native edit ions. 

These successes are not to be wondered at when we 
observe how, throughout the whole work, the author ad- 
heres to the principles enunciated in the preface to the first 
edition and subjugates the so-called refinements of chemical 
and bacteriological diagnosis to those physical methods 
whose scientific application appeals directly to every seeker 
after practical knowledge, of correct inference and immedi- 
ate utility. While the most approved methods of diagnostic 
technique are fully explained and clearly defined, the book 
is not crowded with tiresome technical details regarding 
processes which are likely to be entirely superceded within 
a year. The work consists of two introductory chapters, 
three sections and an appendix. 

In the examination of the respiratory apparatus, palpa- 
tion of vocal fremitus and auscultation of the voice are con- 
sidered after describing general palpation, percussion and 
auscultation. From the point of abstract relative value this 
may be unobjectionable. However, in consideration of the 
ct. which the author admits in the statement 4 'there may 
oe pa^olog-ical conditions present upon one side (of the 
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chest) that will not propagate the vibrations of the voice as 
well as a normal condition would do," that vocal fremitus is 
at times better marked over a healthy or comparatively 
healthy portion of the chest than over a diseased portion, it 
appears of more value to employ palpation of vocal fremitus 
before percussion or auscultation has biased our opinion as 
to the definite location of any lesion, and then to rely on the 
latter methods to substantiate the results of palpation, or 
disprove them, as regards the location of disease beneath the 
area where fremitus is obtained. 

Auscultation of the voice receives rather scant consider- 
ation, auscultation of the whispered voice being simply 
mentioned in disparagement of Baccelli's idea regarding 
the value of that sign in the diagnosis of pleural effusion. 
The value of auscultation of the voice in the diagnosis of 
cavities is not brought out, nor is the difference between or- 
dinary bronchophony and the amphoric voice, or pector- 
iloquy, the latter being simply described as bronchophony 
of a metallic quality. The practice of considering voice 
sounds so closely allied to percussion sounds as to be of rel» 
atively little value, is one that apparently afflicts nearly all 
German writers on physical diagnosis. 

A very good abstract is given of the indications for ex- 
ploratory puncture of the pleura and the results of exami- 
nation of the fluids so obtained. 

The results of percussion are carefully defined with a 
clear explanation of the physical principles involved. 

In the examination of the circulatory apparatus the 
clinical information to be derived from careful study of the 
arterial and venous conditions as well as from examination 
of the blood is very clearly set forth. The , diagnostic evi- 
dences of diseases of the heart are clearly and tersely defined 
albeit their relation to the physical changes in the heart is 
somewhat obscured by the brevity of this portion of the 
work resulting from the failure to individualize the physical 
alterations which are necessarily consecutive to and depen- 
dent upon these lesions whose diagnostic characteristics are 
clearly described. 

In the examination of the digestive apparatus the nor- 
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mal and abnormal topography of the digestive organs is 
followed by a practical consideration of the methods of, and 
value to be attached to, the chemical and microscopical ex- 
amination of the stomach and intestinal contents. 

In the examination of the urinary apparatus we note 
that the author's estimate of the usual specific gravity of 
healthy urine (1015 — 1020) is similar to that of other Euro- 
pean writers. This estimate is certainly too low by two or 
thre6 degrees for the average healthy urine of Americans. 
We might also take mild exception to the statement that "a 
specific gravity of 1040 or over, the urine being clear, can 
only be caused by sugar." These statements do not fit the 
facts of elimination by the kidney as encountered in this 
country, but that is, probably, our own fault. The subject 
of examination of urinary sediments is very thoroughly 
covered. 

The examination of the nervous system is thoroughly 
considered -and the deductions for, or against, doubtful 
questions are clearly and practically stated. 

A brief resume of laryngoscopic and opthalmoscopic 
diagnosis completes the volume. 

Of the many works on diagnosis now in print Vierordt's 
is one of the most valuable to the physician and advanced 
student. For the beginner it is somewhat heavy, as a work 
of over five hundred and fifty pages limited strictly to the 
technicalities of diagnostic methods must naturally be. 

The illustrations are well executed and are of real value 
iu the elucidation of the text, which is more than can be said 
of many current medical publications. 

The volume is well indexed and the paper and press 
work are up to the usual excellent standard of its publishers. 

J. M. P. 
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THE /ETIOLOGY AND MEDICAL TREATMENT OF 
GALL STONES.— By W. H. Washburn, M. D., 
Milwaukee, Professor of the Principles and Prac- 
tice of Medicine and of Clinical Medicine in the 
Wisconsin College of Physicians and Surgeons; 
Physician to the St. Joseph's Hospital and Path- 
ologist to the Johnston Emergency Hospital* 

Gall stones, first described by Pernel in 1554, are of very 
frequent occurrence. They may be solitary, of variable 
size, or may be multiple. Morgagni found 3,000 in one gall 
bladder, and in the Breslau museum are 7,802 gall stones 
taken from a single gall bladder. 

In post mortem work we often find gall stones varying in 
size from that of a small marble to that of a pullet's egg, 
existing singly, where there has been no history during life 
that would suggest their presence. Cholesterin is the chief 
constituent of the greater number of gall stones and the sole 
constituent of a few, while others are formed of bile pig- 
ment and 6thers still of calcium carbonate. Those formed 
wholly of bile pigment are chiefly found in the intrahepatic 
bile canals and are therefore of no importance for the pur- 
poses of this paper. Those formed of calcium carbonate are 
rarely found except in cases of cancer of the liver, and are 
therefore also of no importance for the purposes of this paper. 

•Read before the Central Wisconsin Medical Society at LaCrosse, Wis. 
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Cholesterin, therefore,constituting the principal element 
in gall stones, is a substance concerning which we shall 
pause to make a brief study. Cholesterin is a monatomic 
alcohol which, in the bile, is held in solution by the bile salts, 
being insoluble in water. 

While cholesterin is a constant constituent of the bile, 
it is a substance which is found widely distributed in the 
various parts of the body. 

It is found in serous effusions, in nervous tissue, es- 
pecially in the white matter of nerve fibres, in pus, in the 
blood plasma, in milk, in sweat, and it is a constituent of 
the secretions from the mucous membranes in general. The 
most exhaustive studies yet made as to the source and 
elimination of cholesterin seem to show that the cholesterin 
of the bile is neither a product of general metabolism nor a 
specific secretion product of the liver. While cholesterin is 
present in the bile in the proportion of from 0.5 to 3.5 per 
1000. it is present in the sputum of bronchitis in the propor- 
tion of . 9 per 1000 and in the sputum of putrid bronchitis 
may occur in as large amounts as 1.5 per 1000. It has been 
found in still higher proportions in pus from various sources. 
Inflammation, then, appears to be the determining cause of 
the presence of a morbid increase in the proportion of cho- 
lesterin existing in the various secretions of the body. 

Gall stones, being composed very largely of cholesterin, 
have then for their underlying factor an acute or subacute 
inflammatory process involving the gall bladder, and the 
cholesterin entering into the formation of the calculi has 
never been in solution in the bile at all. 

It is formed in the degenerated epithelium which is ex- 
foliated irom the walls of the gall- bladder and collects around 
some such substance, serving as a nucleus, as small concre- 
tions of bilirubin-calcium or minute amorphous masses of 
degenerated epithelium. The calculus thus originated 
grows by accretion, the mass of the concretion consisting of 
cholesterin and bilirubin calcium in varying proportions. 

We have, then, in catarrhal inflammation of the biliary 
passages and particularly of the gall-bladder itself the most 
potent cause of gall stones. Such catarrhal inflammations 
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are of greater frequency than has been commonly supposed. 
That a catarrhal inflammation of the duodenum may be ex- 
tended by contiguity to the common and cystic duct and even 
to the gallbladder itself is a well recognized sequence of 
events, and the invasion of these parts by micro- organisms 
from the intestinal canal has been demonstrated repeatedly. 

As a consequence of bacterial invasion of the gall-blad- 
der, inflammation, even of a purulent character, may result, 
with the formation of concretions. Certain conditions seem 
to favor the invasion of the gall-bladder by micro-organisms. 
This is the case particularly with stasis. Accordingly what- 
ever tends to cause stagnation of the bile in the gall-bladder 
operates as a predisposing factor in the causation of gall 
stones. Pregnancy and the wearing of tight-fitting corsets 
tends in this direction, and Ihe fact has long been well known 
that gall stones are more commonly met with in women than 
in men, in the proportion of nearly five to one. Tljey are 
more common in advanced life than in youth or middle age. 
This is to be explained by the tendency to stasis developed 
in old age by reason of lessened physical activity and the 
atrophic changes incident to senility. 

The micro-organisms found in the gall-bladder in cases 
of biliary calculi have been the bacillus coli communis, sev- 
eral varieties of pus cocci and the bacillus typhosus. 

The statement is positively made by some (Wm. Hunter 
in AllbutVs System of Medicine) that invasion of the biliary 
passages by microorganisms from the blood has no part in 
the aetiology of cholelithiasis, while it is as strenuously in- 
sisted upon by others (Hektoen) that invasion may take 
place and does take place not only from the intestinal canal 
but also from the blood. This latter conclusion would ap- 
pear to be supported by the well known fact that descending 
catarrh of the biliary passages is a not infrequent occur- 
rence in the course of typhoid fever, malarial fevers, typhus 
fever, pyaemia, and other infectious diseases. Habits of life 
may also play a part as an aetiologic factor in gall stones. It 
has just been remarked that gall stones occur in advanced 
life by reason of the inactivity of the aged, which circum- 
stance tends to favor biliary stasis. If this is so, then 
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physical inactivity whether from inherent laziness or from 
necessity at earlier periods of life, tends in the ^ame direc- 
tion. One of the most inveterate cases of gall stones I ever 
saw was in a gentleman who had been so injured in a rail- 
road accident as to be rendered incapable of much physical 
exercise. This patient had never previously suffered from 
this affection. Patients suffering from chronic valvular 
disease of the heart, which not only renders them physically 
inactive, but also predisposes to biliary stasis by inter- 
fering with circulation, are frequent sufferers from gall 
stones. 

One ether aotiologic factor remains to be briefly mentioned, 
and that is diet. It has already been stated that cholesterin 
is soluble in solutions of the bile salts, glycocholate and 
taurocholate of soda. These bile salts are elaborated from 
the metabolism of nitrogenized food elements. It may then 
be inferred, a priori^ that abstinence from animal foods will 
tend to lessen the amount of these salts in the bile, and as a 
consequence the solvent power of this fluid will be lessened, 
a circumstance which may determine the precipitation of 
cholesterin. 

Gall stones are much commoner in Germany than in 
this country or in England, where meat is used much more 
freely. Gall stones are common in gouty subjects who, on 
account of their disease, limit their consumption of meats. 
They are unknown in wild carnivora. They occasionally 
occur in pet dogs that are fed on farinaceous articles, also in 
stall-fed cattle and occasionally in sheep and pigs. These 
facts would tend to show that abstinence from animal food 
does exert some influence in the production of gall stones. 
Insufficient consumption of water may aid in the formation 
of gall stones in the same way, that is, by lessening the 
amount of bile secreted and correspondingly lessening its 
power of holding cholesterin in solution. 

The treatment of gall stones has reference to the relief 
of the patient during the paroxysm of biliary colic, and the 
treatment of the sufferer in the intervals. 

During the attack it is our object to relieve the pain 
rom which the patient is suffering, which is often agonizing 
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in the extreme, and to hasten, as far as possible, the passage 
of the stone. 

On the whole, morphine, administered hypodermically, 
is the most serviceable drug we have, although, in individual 
cases, the pain may be so intense as to require the inhalation 
of chloroform or ether. If the diagnosis is reasonably cer- 
tain and the pain is excessive, it is perfectly clear that half- 
way measures will not suffice. While, therefore, compara- 
tively large doses of morphine will be urgently required, it 
must be remembered that the stone may complete its passage 
through the common duct and suddenly drop into the duo- 
denum with consequent rapid cessation of pain, and hence 
care must be exercised that a dangerous amount of the drug 
shall not be given. 

Occasionally the pain is so excruciating that collapse 
supervenes. One of the worst cases of this kind that I ever 
saw occurred in a young woman during convalescence from 
typhoid fever. The pulse became extremely rapid and weak, 
a cold, clammy perspiration suffused the body and the tem- 
perature fell to 96 Q P. In such cases the patient should be 
surrounded by heat, and cardiac stimulants are called for. 
Objection has been raised to the administration of strychnin 
under these conditions for fear that it might cause spasmodic 
contraction of the muscular structures of the common duct, 
and thus do more harm than good. I have disregarded this 
objection in a number of instances and have seen nothing 
that led me to regret having done so. 

Hot applications locally have appeared to afford the 
patient some relief from pain and it is belived that they tend 
to relax spasm and thereby lessen the duration of the attack. 
It may be said in this connection that morphin in these cases 
not only obtunds nervous sensibility, thus relieving pain, 
but also relieves muscular spasm and to that extent tends to 
lessen the duration of the paroxysm of colic. 

The expulsion of gall stones is effected, to a large ex- 
tent, by the vis a tergo furnished by the accumulating bile 
in the ducts and gall-bladder, and consequently anything 
that will increase the secretion of this fluid will hasten the 
passage of the stone and thereby shorten the duration of the 
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paroxysm. There is probably nothing that will do this so 
certainly and quickly as water. The patient should, there- 
fore, be directed to drink as large quantities as possible of 
water, and it should be taken as hot as it can be swallowed 
comfortably. Vomiting is occasionally a troublesome ac- 
companiment of bilious colic. This can generally be re- 
lieved by swallowing small pieces of ice, the administration 
of brandy, champagne, or spirits of chloroform. 

Quite commonly when the stone has passed into the in- 
testinal canal the pain ceases and the attack is ended, it may 
be for months or years. On the other band, there may be 
additional concretions in the gall-bladder and the pains may 
recur at short intervals for days, weeks, or even months, 
as these stones enter the common duct and make their way 
toward the duodenum. 

After the paroxysm of biliary colic has passed, it is our 
object to secure, if possible, the solution of any existing 
stones and the prevention of the formation of others. Many 
means have been suggested with this end in view. Inasmuch 
as gall stones (cholesterin) are soluble in solutions of gly- 
cocholate of soda, this salt has been given for this purpose, 
but the testimony accessible as to the results of its use is not 
such as to encourage us to continue it. 

The natural Carlsbad water, epsom salts, the chloride 
of ammonium, the phosphate of sodium and the sulphate of 
sodium have all been tried, and there is a considerable mass 
of testimony both for and against each of them. The nature 
of this question is such that we are not justified in attributing 
results in a given case to the use of a therapeutic agent un- 
less there is good a priori reason for expecting certain re- 
sults to follow. 

There has, perhaps, been more discussion as to the use 
of olive oil in these cases than with respect to any other one 
thing, and there is a great mass of conflicting evidence as to 
its value. It was originally prescribed with a view to lubri- 
cating the passages and thus aiding in the expulsion of the 
stone. This proposition is, of course, untenable inasmuch 
as the oil does not reach the gall stone in the duct at all. 
The oil treatment received endorsement at the outset by 
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reason of the fact that concretions were found in the faecal 
evacuations after its administration. 

But when it was shown that these concretions were 
formed in the intestinal canal and resulted from the mixture 
of the oil with more or less inspissated mucus, the reputa- 
tion of olive oil in the treatment of gall stones received a 
severe setback. We accordingly see in the various text- 
books, and in medical journal articles, the frequently ex- 
pressed opinion that olive oil is of no value in the treatment 
of cholelithiasis. In view of the fact that there is much 
clinical evidence in favor of the use of this substance, and 
this in the hands of able and eminent clinicians, it may be of 
interest and value to us to make a brief inquiry into its 
physiologic effects^before casting it aside. 

While gall stones are practically insoluble in solutions 
of the various salines that have been lauded in the treatment 
of cholelithiasis, they rapidly lose weight in olive oil and 
ultimately crumble and break up into small pieces. They 
break down in much less time in pure oleic acid. There is 
not however, the slightest evidence that olive oil can. 
directly, reach a gall stone in the gall bladder or even in the 
common duct. 

Brookbank, in a paper on gall stones (London, 1896) has 
pointed out that fats pass into the circulation from the in- 
testinal canal in three forms. As unchanged fat, as a fatty 
acid and as soap. All these substances exist normally in the 
bile, the amount varying with the amount of fats consumed 
in the diet. Cholesterin stones are dissolved and readily 
break down in the presence of oil, fatty acids and soap. The 
conclusion is, therefore, to be deduced that if oil, fatty acids 
and soaps are increased in the bile by the consumption of 
large amounts of olive oil, it is very probable that gallstones 
in the bladder may be attacked by them and in time be dis- 
solved or so reduced in size as to enable them to pass easily 
into the duodenum. 

It would appear, then, from this, that there is rational 
ground upon which to base the administration of large doses 
of olive oil in cases of cholelithiasis. It will commonly be 
found, however, that patients will not be able to tolerate the 
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substance in sufficient amount to be of any practical conse- 
quence, and other means will have to be resorted to in a 
majority of cases. 

Whatever will increase the amount of bile secreted 
may be expected to increase its power of holding cholester- 
in in solution. Many of the old cholagogues we are com- 
pelled to reject as useless because they are not, in reality, 
cholagogues, but there are others of more recent introduc- 
tion that appear to be boneflde cholagogues. Among these 
may be mentioned salol, salicylate of soda, phosphate of 
sodium, beef gall and water. In the selection of any of 
these substances, the fact must not be forgotten that the 
treatment is to be prolonged and therefore something must 
be selected that will not produce any ulterior effects. Prom 
this point of view the phosphate of sodium and the beef gall 
are least objectionable, the amount of water to be consumed 
being increased coincidently, the added amount being taken 
between meals and at bed time when the bile is least ac- 
tively secreted. 

I have had no experience with beef gall, but there 
is good evidence that its administration for long periods of 
time increase the solubility of cholesterin and this tends to 
prevent the formation of gall stones. L. Gautier, of 
Geneva, reports satisfactory results from the use of this 
substance in doses of H grains with the two principal meals 
of the day. I have used the sodium phosphate somewhat 
largely and the results have been such as to lead me to 
make it the basis of continued treatment, the drug being 
given in one daily dose of one teaspoonful and continued for 
weeks, months or years as the case may seem to require. 
I recall here the case of an old gentleman who had suffered 
from attacks of gall stone colic, from ten to twenty times a 
year, for twelve years and who during the next four years 
of treatment with phosphate of sodium did not have a single 
attack. I then lost sight of the case. A number of other 
cases of a similar kind might be here cited, though less 
striking in character. 

In individual cases these drugs, sodium phosphate,, 
sodium salicylate, salol and beef gall, can be alternated* 
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each one being given for a time and then substituted by 
another. 

We saw that physical lethargy played an important 
part in the aatiology of gall stones. Physical exercise will 
therefore play an important part in the treatment of the 
same. Horseback riding is regarded as a good form of ex- 
ercise, the motion produced tending to increase the flow of 
bile and if stones are present in the gall bladder to hasten 
their solution. Bicycle riding is also to be recommended in 
this connection. 

Exercise of whatever sort recommended or pursued 
must stop short of fatigue, otherwise the general health of 
the patient may suffer and his power of digestion become 
impaired. 

Diet is regarded by all as an important part of the treat 
ment of biliary lithiasis, and due care must be given to this 
part of the management of a case if the best results are to 
be obtained. If we carefully consult the various writers on 
this suV ject we shall find a wide diversity of opinion as to 
what constitutes a proper diet, there being no agreement 
except as to the permissibility of comparatively large quan- 
tities of acid fruits and green vegetables. Some prohibit 
meats or allow them in very small amounts, the prohibition 
being based on the fact that meats contain a small amount of 
cholesterin. Calves' brains, liver, and other viscera used as 
foods are prohibited for the same reason. The starches and 
sugars are prohibited or allowed in very small amounts by 
others, and fats are also on the prohibited lists of many. 
Again patients are warned against peas, carrots and sweet 
fruits, and also against the yelks of eggs because they con- 
tain fats. 

The objection to the use of meats, based on the fact 
that they contain considerable amounts of cholesterin, and 
the same objection to the use of calves' brains, liver, "sweet 
breads" etc. does not seem to be well taken when we consider 
the fact that large amounts of cholesterin can be given to 
animals for long periods of time without in any way modify- 
ing the amount of cholesterin appearing in the bile. (Jankan). 

This objection then being removed and the fact being 
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remembered that from these food substances the bile salts 
are derived we shall not hesitate to recommend these articles 
of diet in considerable amounts. The objection to the yelk 
of eggs because they contain fat is equally fallacious for 
tqe reason that fats, and fatty acids derived from fats, aid in 
dissolving cholesterin. The best diet, then, in biliary lithi- 
asis will be a mixed one in which meats and fats enter some- 
what largely, and in which there is no excess of sugars and 
starches. 

Whatever objections may be raised against the medic- 
inal treatment of gall stones, it must be acknowledged that 
in the vast majority of all cases it is the only treatment that 
can be pursued, and is probably in many cases the best 
treatment that can be carried out. Under it an extremely 
larfee proportion of cases will pass on to complete recovery, 
or to a to\erably comfortable existence while in a small min- 
ority of cases surgical interference will be required. 

726 Grand avenue. 
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HEMICRANIA! A CLINICAL LECTURE.— By Henry 
M. Lyman, A. M., M. D., Professor of Medicine, 
Rush Medical College, Chicago. 

Hemicrania is the name employed to indicate a form of 
headache that is not constant, but is manifested in recurrent 
attacks, with intervals of variable duration. Some patients 
experience a painful incidence of the disease on rare occa- 
sions — once or twice a year — in the spring or fall. More 
frequently the attack recurs every month or six weeks. 
Sometimes it is renewed every week; but seldom does it oc- 
cur more frequently. The duration of an attack usually 
occupies the greater part of a day; yet, in certain cases, it 
may continue for twenty-four or even forty eight hours, so 
that when suffering with weekly attacks the patient scarcely 
emerges from one before he is confronted by the premoni- 
tory symptoms of another. 

The term hemicrania emphasizes the fact that this va- 
riety of headache is usually limited to one side of the head. 
Sometimes the pain passes, during an attack, from one side 
to the other; occasionally both sides are occupied at the 
same time. 

Let me now call your attention to the patient before 
you. She is a woman forty years of age, the mother of 
seven children, the youngest being two years old. Preg- 
nancy has not recurred since the birth of the last child. She 
has always lived in straightened circumstances, doing much 
of her own housework; and in addition to the confinement 
of childbirth has had acute articular rheumatism involving 
the right shoulder joint for three months soon after she was 
thirty years old. Not long after that she had a painful, 
febrile affection, involving the left side of the thorax, and 
keeping her in bed for a month. In the absence of any trace 
of cardiac disease or of pleuritic adhesions, I infer that this 
was probably a pleuro-pneumonia, especially as she states 
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that it was accompanied by a painful cough. I also learn 
that her mother was a very corpiflent person, who also suf- 
fered during the greater part of life with headaches of a re- 
current character, and with varicose veins. Whether the 
more remote ancestry were sufferers in a similar way is not 
known; yet it is a significant fact that the family was 
originally English and of some considerable wealth at the 
time of their migration to this country about a century and 
a half ago. The meaning of this is well illustrated by the 
experience of another family in the circle of my acquaint- 
ance, in which these peculiar headaches are hereditary, 
being traceable backward through a line of gouty English 
ancestors four hundred years long. 

In the present instance the attacks have recurred ever 
since childhood. The patient can hardly remember when 
she was not liable to headache. After the age of puberty 
they were usually experienced about the menstrual epoch. 
During periods of pregnancy they sometimes remained en- 
tirely absent. Bodily fatigue increases their frequency and 
severity. An attack is usually preceded by a day of per- 
ceptible mental and physical excitement, so that the patient 
can predict the onset of the malady. The nervous pertur- 
bation, however, more frequently among other patients 
takes the form of depression. There is loss of appetite, in- 
ability to perform ordinary intellectual tasks, a foreboding 
of evil. This condition is often noted during the day that 
precedes the attack; then, after a night of deep sleep, from 
which the patient awakes unrefreshed, the headache begins. 

In the majority of cases constipation has existed, and is 
now increased. Breakfast is not relished: there may be a 
bad taste in the mouth; the tongue is more or less coated; 
there is nausea, presently, vomiting, or eructation, which 
continues without abdominal pain at intervals during the 
attack. The principal seat of pain is on one side of the head, 
in the temporal or supra-orbital regions, without restriction 
to the course of any particular nerves. Rarely does it in- 
vade the infraorbital region, but it does sometimes transfer 
itself to the opposite side of the head, or it may simul- 
taneously occupy, both temples and the entire frontal region 
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The pain is not lancinating like that of ordinary neuralgia; 
it is described as a boring or bursting pain, as if the cranial 
bones were being crowded asunder; it is exaggerated by 
every movement of the body, by noise, by the incidence of 
light upon the eyes, even by the pulsation of the heart. In 
many cases, at the outset of the attack the face is pale, the 
temporal arteries are contracted and tense under the finger. 
This condition is usually soon merged in its opposite, when 
the arteries relax and dilate, flushing the face and over- 
filling even the retinal vessels. Often it happens that this 
is the only condition that falls under medical observation. 

During this stage of the attack the patient is almost in- 
capable of exertion. The countenance exhibits a forlorn 
and weary expression indicative of intense prostration. In- 
stinctively, the sufferer seeks seclusion, darkness and re- 
pose. Such was the condition of the great Napoleon on the 
terrible day of the battle of Borodino; and for nearly a cen- 
tury speculation has been rife as to the possible consequences 
of a different condition of the consummate warrior's health on 
that eventful day. Such was the condition of Grant on the 
occasion of Lee's surrender at the close of the American 
civil war. But our invincible commander treated himself as 
he treated his army, and in spite of severe suffering was on 
the field to receive the sword of his gallant opponent. 

Occasionally the headache continues for a few hours 
only, and then rather rapidly subsides. Usually it lasts all 
day long, and only disappears during sleep. The severity 
of the symptoms gradually diminishes, and after a good 
night's rest, there is often experienced considerable relief 
from symptoms of indigestion and other minor ailments that 
preceded the attack. Sometimes, however, the attack per- 
sists with variable severity during the second day, and re- 
lief comes gradually during the second night or the third 
day. Such persistence of symptoms is characteristic of 
universal impairment of health, and may be the precursor 
of dangerous conditions. One of my patients, a delicate, 
neurotic lady, about fifty years of age, was thus subject to 
repeated attacks of hemicrania, recurring every few weeks, 
and lasting for two or three days. Prom the last attack she 
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never emerged. Going from bad to worse, she died, after 
ten days of intense agony, with all the symptoms of cerebral 
meningitis — pain, delirium, coma, etc. Another of my 
female patients, of an excessively neurotic temperament and 
life long experience of hemicrania, similarly perished when 
about fifty years old, with headache that deepened and per- 
sisted, and reached a fatal result with a temperature of 
109° P. 

In a large proportion of the cases of hemicrania ocular 
symptoms are so conspicuous as to require special mention. 
Vision is sometimes temporarily obscured, as if fog were dif- 
fused through the atmosphere. Hemianopsia is not uncom- 
mon, sometimes involving one eye only — sometimes affecting 
both eyes. Zigzag lines of light, occasionally appearing in 
regular outlines forming various geometrical diagrams — 
"fortification outlines" — balls of fire, lightning flashes, 
various irritative phenomena of vision which are probably 
due to cerebral disturbance since they are frequently accom- 
panied by intellectual torpor, difficulty of speech — temporary 
aphasia even, numbness, formication, muscular spasm, 
epileptiform convulsions also, are occasionally witnessed — 
all indicative of the intensity of the nervous disturbance of 
which headache is one of the symptoms. 

How shall we explain the nature of this disease? Is it 
the result of an infection? Is it an expression of fatigue? 
Is it merely a symptom of some particular morbid state of 
the nervous system? It is a disease characterized by brief 
and recurrent attacks, that might suggest some mode of re- 
current inoculation; but it is not dependent upon inocula- 
tion nor any known mode of infection; it is not a communi- 
cable disease. Fatigue is often an exciting cause — as may 
be learned by many who experience an attack after a day of 
sightseeing in a picture gallery or an evening at the theatre 
or a church. But it often occurs without any preceding 
fatigue, and it is noteworthy that it occurs exclusively 
among persons who are either neurotic or arthritic. In the 
majority of neurotic cases they are neurotic because they 
are arthritic. That is, their nervous tissues are unstable, 
over-excitable, hyperaasthetic, because they are impreg- 
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nated with certain toxines peculiar to. persons who manifest 
certain perversions of nutrition of which rheumatism, gout, 
obesity, diabetes and lithiasis are among the most common 
and conspicuous examples. Recall in this connection the 
personal and family history of the patient before you. A 
life-long sufferer with headache, she has experienced rheu- 
matism in its acute articular and muscular forms, and her 
mother before her, also afflicted with headaches, was obese, 
and troubled with varicose veins— evidence of the cardio- 
vascular disorder so often resulting from the course of 
arthritic disease. In these migrainous cases, also, Rach- 
ford, of Cincinnati, has shown that the attacks are accom- 
panied, and appear to be caused, by the presence of an 
enormous excess of the xanthin compounds in the urine. In 
health these bodies are present in almost unrecognizably 
small quantity, but during an attack of hemicrania the 
amount of the toxin is increased, sometimes an hundred- 
fold. 

The disease, then, enters into the category of diseases 
which, like gout, are recurrent, hereditary or acquired, and 
are due to imperfect function on the part of the excretory 
organs — chiefly the liver and kidneys. The morbid con- 
dition which gives rise to such imperfect elaborative and 
excretory functions, may result from a variety of causes, 
but especially from such as are connected with insufficient 
exercise and excessive use of nitrogenous food. When 
these errors occasion an inordinate production of undissolved 
urates, gout with its uratic concretions is the result. When 
the xanthin compounds are in excess without increase of 
urates, we have neuralgia, myalgia, headaches, mucous in- 
flammations, etc., etc., but no true articular gout. This is 
about as far as our knowledge regarding the etiology of 
hemicrania extends at present, and it leaves much to be 
learned in future. 

The local cause of headache in hemicrania has been 
much discussed. The pallor of the face and the contracted 
condition of the temporal arteries sometimes observed, is 
attributed to a spastic condition of the vaso- motor nervo- 
muscular apparatus. The opposite condition of relaxation, 
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with flushed features and throbbing temples, is explained by 
the hypothesis of a temporary paralysis or inhibition of the 
activity of the vaso-cons eric tor apparatus. These con- 
ditions are undoubtedly due to the unequal action of toxines 
upon the nervous system. When of a simply irritative char- 
acter, they excite spasmodic contraction of the vascular 
muscles; when in quantity and virulence sufficient to weaken 
or paralyze those muscles, we perceive the phenomena of 
increased circulation, flushing of the face, etc. 

Hemicrania must not be confounded with other varieties 
of headache. Children are frequently victims of the disease, 
but they also are frequent sufferers with neuralgic headache 
which may be distinguished by the existence of painful 
points, tenderness over the supraorbital foramina, lancin- 
ating pain along the course of nervous trunks, and tender- 
ness of the scalp. Malarial headaches are to be distinguished 
by the location and history of the patient; by persistent 
cachexia, and perhaps by discovery of the parasite. Anaemic 
headaches may be in like manner identified by the chronic 
character of the pain, and by the condition of the blood. 
Hereditary syphilis is often a cause of chronic, persistent 
and paroxysmal headaches among children and young peo- 
ple. Ursemic poisoning is also a cause of severe and fre- 
quent headache. But from ail these forms of headache 
hemicrania differs in the history of the case, and in the com- 
paratively excellent health that is usually enjoyed during 
the intervals between the attacks. 

The treatment of hemicrania resolves itself 'into two 
categories— treatment of the attack and treatment of a gen- 
eral character during the intervals. With the onset of an 
attack, the patient instinctively avoids light and noise, seek- 
ing repose in a darkened room. A cup of hot tea, or of 
malted milk, is a grateful drink. Pood is not desired till the 
close of the paroxysm. Massage of the head and neck is 
often useful. When the spastic form of the disease is present 
some relief may be obtained from nitro-glycerin or amyl 
nitrite. Belladonna and gelsemium have been used with 
some benefit. Guarana and codein are also not without 
their advocates. But the various analgesics of coal-tar ori- 
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gin have quite supplanted the older anodynes. The numerous 
"headache powders" so widely advertised, and too often 
prescribed by physicians who should know better, are usually 
made up of soda, citrate of caffein, and antipyrin, phenacetin, 
exalgin, kryofin, or acetanilid. In many cases, sodium 
salicylate, in twenty grain doses, is a very efficient means of 
relief. Gray advises the concurrent use of nitric acid — five 
drops in six ounces of water—every four hours. This method 
is especially useful during the interval, for a week or two 
after the attack, in cases of a distinctly arthritic type. 

The treatment during the interval should be regulated 
in accordance with the diathesis of the patient. Children in 
gouty families must be taught to lead active lives with abun- 
dant exercise in the open air. Proper habits in the matter 
of eating and drinking must be inculcated. A generous but 
not excessive diet is requisite. Red meat should be used 
very moderately, with almost total abstinence from eggs, 
beef, mutton and veal. Tea, coffee, wine and tobacco are 
also very prejudicial to those who are goutily inclined. The 
patient must be instructed to drink freely of pure water. 
The addition of a lithia tablet will often lure the individual 
to a larger consumption of water than would otherwise occur. 

In all cases based upon a gouty predisposition, free 
evacuation of the liver is imperative. Many of these patients 
are chronic sufferers from constipation, and require the aid 
of hepatic stimulants and evacuants. During the summer it 
is well to prescribe a morning dose of sodium phosphate — 
one or two drachms in a pint of hoc water — or a similar dose 
of Carlsbad salts, or a laxative dose of magnesium sulphate, 
or a cupful of a saline mineral water. These substances, 
better than the vegetable cholagogues, relieve the conditons 
dependent upon hepatic congestion, but they cannot be in- 
definitely employed, for fear of exciting gastro enteric 
catarrh. Vegetable laxatives may then be employed, such 
as rhubarb, aloin, aloes, euonymin, cascara, senna, podo- 
phyllin. These may be given in combination, or succes- 
sively, so as to delay the establishment of tolerance. An 
occasional dose of calomel or blue pill will be found useful. 
I, often tell my patients to take such a dose — calomel gr. x 
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with sodium bicarbonate gr. v — every Saturday night, to be 
followed by a pious Sunday at home. 

In elderly cases, with feeble hearts, considerable benefit 
is derived from a long continued course of potassium iodide 
with colchicum in small doses repeated for many months, as 
recommended by Sir Henry Holland. With these remedies 
may be given digitalis so long as it does not unfavorably 
affect the stomach. Many patients obtain much relief from 
the mineral acids. Five drops of strong nitric, nitrohydro- 
hloric, or hydrochloric acid, should be given in six or eight 
ounces of water, sucked through a glass tube, in order to 
protect the teeth, after each meal. This method is especially 
valuable in cases complicated with myalgia and a catarrhal 
condition of the alimentary canal. The remedy should be 
continued for a month, after which a bitter tonic, like gen- 
tian, cinchona, or wahoo, will be useful. 

In cases where arthritism is an inconspicuous feature in 
the causation of headaches, when syphilis, malaria and 
tuberculosis can be excluded, the treatment must-look chiefly 
to the invigoration of the patient. Mental and physical 
rest, change of scene, good food and plenty of it — the rest- 
cure, in short— with tonics and nutrient remedies. The var- 
ious elixirs and syrups of iron, quinine, arsenic and strych- 
nia here find a wide field of usefulness; and laxatives must 
not be neglected. Massage, sanitarium treatment, electrici- 
ty, sea voyaging, boating, riding, mountaineering, all have 
their advantages for those who can avail themselves of 
them. For those who, per force must stay at home, the 
"chambermaid cure" can be confidently recommended. The 
"belles of society," who have been thus benefited by an un- 
expected dose of poverty and house- work, are not few in 
number. 
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SURGICAL CLINIC AT THE MILWAUKEE COUNTY 
HOSPITAL— By F. Shimonek, M. D., Professor 
of the Practice of Surgery, Milwaukee Medical 
College, Milwaukee, Wis. 

Case I. Boy, age 13. Sustained a simple fracture of 
the upper third of the femur four months ago. 

Present condition: — Leg is three inches shorter than 
its fellow. At the seat of the fracture an enlargement may 
very readily be seen upon the inner aspect of which appears 
a fistula leading to the seat of the fractured bone, through 
which some thin pus is exuding; another fistula opens upon 
the posterior and external surfaces. No motion can be 
elicited, but the manipulations cause a great deal of pain. 

On closer examination we find upon the anterior aspect 
an abrupt termination of the enlargement, the examining 
finger dropping here to a lower level, where it may be con- 
tinued toward the knee, apparently along the lower two- 
thirds of the shaft of the femur. 

General condition: — Great emaciation; exaggeration of 
the pulse and a rise of temperature; facial indications of 
suffering. 

Diagnosis: — In this interesting case the only conclusion 
that we can arrive at is that the fragments were not proper- 
ly apposed and followed by sepsis. Fractures of the femur, 
in this locality, are very prone to be followed by such bad 
results, i. e., deformity, if one does not appreciate the exact 
condition. 

By the contraction of the iliopsoas and gluteal muscles 
the shorter upper fragment is flexed upon the body, the limb 
is greatly shortened and the lower fragment is forced 
against the posterior surface of the upper ilexed fragment 
forming with it an acute angle, and unless corrected union 
takes place in this faulty position. The limb in such a 
fracture should always be dressed on an inclined plane, with 
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an extension attachment, in other words the lower frag- 
ment should be elevated so as to bring it on a line and in 
apposition with the displaced, short, upper fragment. 

No reasonable amount of extension can overcome this 
deformity where an attempt is made to adjust, the fracture 
in a manner appropriate to fractures lower down the femur. 

Treatment of the condition as now found:— It would be 
worse than useless to ref racture the bone and attempt an ac- 
curate apposition. The bone is quite firmly united. It is, 
indeed remarkable at what distance will long bones unite 
with bony union. 

I have seen an instance of fracture of the thigh where 
the fragments were firmly united by a bridge of bone an 
inch or more long. We have here an infected, contracted 
and adhered tissue from inflammatory action, the refracture 
would, almost positively, spread the infection with, probably, 
loss of life; the contraction of the tissue wonld render ex- 
tension futile. 

The proper treatment under these conditions consists in 
getting rid of the infection and for that purpose we. shall cut 
down upon the fragments to clean out and drain all pockets 
containing pus; removing all spiculao of bone in order to 
give nature a chance to restore healthy action.* 

Case II.— Male, age about 50. 

Diagnosis: — Tuberculosis of all of the tissues of the foot; 
of about four years' standing. 

Conservative surgery should be practiced whenever 
possible* and particularly in diseases of the extremities in 
people who have to depend upon labor for support. Am- 
putation, in the past, was the common practice in cases of 
caries of the ankle or toot by either some typical disarticu- 
lation or an atypical amputation. 

Tuberculosis is very common in the bones containing a 
large amount of cellular tissue; such as the tarsus, carpus, 
vertebrae, etc. Injury is a common predisposing setiolog- 
ical factor; it impairs vitality, by interfering with nutri- 
tion; tubercle bacillus finds there a favorable pabulum for its 

•The patient in three weeks' time improved very much both locally and gener- 
m ally. 
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propagation and a resulting destruction of the part ensues. 

The conservatism consists in iodoform or chloride of 
zinc injections into the diseased locality; gouging; curett- 
ing; ignipuncture and- excision of disorganized tissue; 
filling cavities with decalcified bone b or with blood clot, or 
simply packing with gauze until nature fills the gap. 

My preference is to utilize decalcified bone chips, for it 
is possible to restore function in a comparatively short time. 
Absolute asepsis is, however, a sine qua non. 

In the case before us conservative surgery can not find 
place, for if we were to resort to fractional removal we would 
have nothing left but tegumentary taters. The operative 
procedure will, therefore, necessarily consist in an amputa- 
tion above the ankle. 

Circular amputation was done and the patient promptly 
recovered. 

Case III. Male; age about 50; general condition good. 

Several weeks ago sustained an injury to his right foot 
by stepping into some glass. 

Infection rapidly developed in the front part of the foot, 
extending almost to the medio- tarsal articulation, the part 
became gangrenous, incisions were made, drainage and irri- 
gation instituted without any improvement whatever. 

There is no question of the propriety of an amputation, 
the only question is, where is the amputation to be done, i.e., 
at the ankle joint or above. Some surgeons hold that it is 
always best to amputate above the joint in preference to a 
disarticulation according to some of the standard methods, 
claiming a greater usefulness of the stump and a better 
adaptability for a prosthetic apparatus. 

For those who are able to keep themselves supplied with 
artificial limbs this opinion is probably correct, but for poor 
people, who cannot buy apparatus so often, I believe it is 
our duty to save as much of the part as possible. 

This man's wish to save such a part of the foot as is com- 
patible with his recovery we shall comply with and perform 
a Syme's disarticulation which consists in the removal of 
the anterior part of the foot, forming a flap from the heel 
tissues, sawing off the articular surfaces of the tibia and 
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fibula, and suturing the heel flap in contact with the leg in 
front; or we might do Pirogoff's modification by sawing off 
the posterior part of the os calcis instead of dissecting it out, 
as is done in Syme's, and in bringing it in contact with the 
sawed off tibia and fibula. 

Both of these operations form good and useful stumps, 
but since the last is at times followed by necrosis of the re- 
tained heel bone preference is given to the former. That 
there must be a great' anxiety respecting the result, because 
of the close proximity of so much infection, goes without 
saying, yet there is a possibility of getting a union if we 
don't ourselves infect the wound. 

Two weeks later: — Some infection developed, followed by 
a little sloughing of the flap, not enough, however, to impair 
the usefulness of the stump. 

Case IV. — Male; age 40; occupation, sailor. Previous 
history negative. Two years ago empyema developed, 
when an inch of the seventh rib was resected. 

His general condition materially improved, but as no 
retraction of the chest wall followed the operation, the pleu- 
ral cavity was not obliterated and a fistula remained. 

In cases of empyema the only possibility of cure is when 
the visceral and parietal pleurae come into contact and ad- 
hesions between the two surfaces occur, obliterating the 
pleural sac, either by the expansion of the lung or by the 
sinking in of the chest wall. Thoracotomy with aseptic and 
thorough drainage is the proper thing to do in all cases of 
empyema, and particularly in children, whose thoracic 
walls are more elastic, consequently by the expansion of the 
lung and some retraction of the ribs simple incision is 
all that is required in the majority of children. 

If thoracotomy fails we should then resort to a more ex- 
tensive operative work, and that is thoracoplasty or an ex- 
cision of more or less ribs which must be in direct propor- 
tion to the amount of retraction required. In adults, whose 
chests are much less elastic, the resection may have to be 
very extensive. 

The number of ribs to be resected depends upon the 
izeof the pus cavity. 
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If the lung becomes fixed by adhesions early in the dis- 
ease and is thus unable to expand, the cavity secreting pus 
may be very large. 

In this case I shall explore the pus cavity with my finger 
in order to estimate its size; the cavity seems enormous, 
and as I explore it with this curett, you see that it reaches 
upwards toward the clavicle, anteriorly nearly to the costal 
cartilages, posteriorly more than half way to the vertebral 
column. 

In order to give nature chance to approximate these 
pleural surfaces it would require the removal of nearly all 
of the ribs from the seventh up. 

These extensive thoracoplasties have been done with 
good results, by Keen, Kocher and others. It is a perfectly 
justifiable procedure when a simple excision has failed, but 
it is a very serious undertaking, and it has to be thoroughly 
considered, and no one should plunge into it who is not 
resourceful and a master in the art of surgery. We shall 
give our patient the benefit of a limited resection and if it 
fails to obliterate the cavity one will be justified in making 
a more extensive operation. 

I have now, as you see, removed through a U-shaped 
incision, about four inches of each of four ribs and have also 
cut away ail of the thickened pleura which was in contact 
with the excised ribs; next we shall thoroughly currett the 
entire pus cavity. See what an enormous amount of loose 
granulations is being removed. We irrigate the cavity with 
boric or salt solution and pack it loosely with iodoform 
gauze. Kept very clean and the thorough drainage which 
we have established will probably benefit the patient. In 
about 85 per cent, of empyemas the serological factor is tu- 
berculosis, and in one-third of the cases it is consecutive to 
pulmonary tuberculosis, which makes the prognosis very 
doubtful, yet when early obliteration can be brought about 
we may succeed in curing those cases of primary origin and 
prevent a secondary lung involvement. 

Two weeks later: Patient has improved very markedly, 
but only temporarily. 

Case V. — Mrs. M; age 37; one child, no miscarriages. 
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Suffered from haemorrhoids which two years ago 
were operated on, and two subsequent operations for the. 
same trouble were done the following year. 

In course of several months after the last operation 
stricture and a recto-vaginal fistula developed. 

The difficulty of voiding feces gradually increased. 
Iodide of potassium was given in large doses, and pushed to 
iodism, the effect of which is still visible: but no signs of 
syphilis are visible, nor does the history reveal anything of 
that nature. 

Subjectively:— Great difficulty and pain during defeca- 
tion; the evacuations must be fluid or it is impossible to suc- 
ceed. 

Objectively: — Per vaginam rectum feels hard, it imparts 
the idea as if a piece of stiff garden hose were in the rectal 
lumen; freely movable and very tender; passing finger into 
the rectum a stricture is encountered about one and one half 
inches from the anus; the lumen above and below this point is 
decidedly narrowed; fistula is seen from rectum to vagina; 
the rectal surface feels to the examining finger as if the 
mucous membrane was covered with granulations. The entire 
finger being introduced another and firmer stricture of a 
smaller caliber was felt, which with the surrounding in- 
durated rectal wall has the feeling similar to the cervix uteri. 

Upon withdrawing the finger it was followed by a dis- 
charge of blood and a muco purulent fluid. 

Diagnosis. — Carcinoma recti. 

Operation. — Kraske's resection. Exsection of coccyx 
and sacrum below the third sacral foramen; removal of six 
inches of rectum including the anus. Artificial anus was 
established in the sacral region. The peritoneum was ex- 
tensively opened through which a hydro-salpinx was re- 
moved. Some infection followed; the rectum became par- 
tially loosened from its anchorage. 

The patient made a very fine recovery and controls the 
evacuation without much trouble. 

Microscopic examination: — Small, round-celled sarcoma. 
As a primary degeneration sarcoma of the rectum is very 
rare. 
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Case VI. Mr. C; age 44; occupation laborer. 

About one year ago commenced complaining of pain 
during stool; gradually it became impossible to void any- 
thing unless fluid; discbarge of muco-purulent matter of an 
irritating character. 

General condition good; no emaciation; appetite good; 
color good. Objectively — Three inches from anus a circular 
induration is felt, lumen of stricture admits the point of the 
index finger, which causes considerable pain. No adhesion, 
rectum movable. 

Diagnosis: — Carcinoma recti. 

Treatment. — Maydl's colostomy done for the purpose of 
diverting the fecal current from the rectum. Patient in a 
week's time greatly improved. 

At the end of this time Kraske's excision was done. 
Peritoneal cavity was not opened. No infection, but after a 
few days patient gradually became weaker and died from 
simple exhaustion, apparently. 
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CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Pattern, M. D., Professor of Internal Medicine, 
Chicago Policlinic. 

PULMONARY FIBROSIS. 

Fibrosis of the lung (chronic pneumonia, interstitial 
pneumonia, cirrhosis of the lung) is the result of a produc- 
tive inflammation produced by influences of moderate sever- 
ity but of protracted course. It is characterized by grad- 
ual increase in the connective tissue of the lung and results 
in induration of the pulmonary tissue and obliteration of 
the alveoli of the lung. 

It is evident that there is no disease of the lungs with 
which fibrosis, in some degree or extent, may not be associ- 
ated; while in some instances, as in tuberculosis, it consti- 
tutes a conservative process of nature, and a necessity to 
to the limitation of the infective process. We are not sur- 
prised, therefore, to find the etiological nomenclature of 
fibrosis of the lungs resulting in the description of several 
special forms of the disease which, while they may have 
certain more or less distinctive clinical features, have yet 
no generic or pathological individuality and which are not 
entitled to be described as special forms of pulmonary dis- 
ease. Such varieties of fibrosis as pneumoconiosis, syphi- 
litic sclerosis of the lung, etc., will therefore be considered 
as types of the progressive induration characteristic of 
fibrosis of the lungs. 

The essential features of fibrosis of the lungs is the in- 
crease of the tissues of the walls of the alveoli and of the 
interalveplar, interlobular and sub-pleural tissues. Topo- 
graphically, any one of these tissues may be chiefly affected, 
though as a rule they are all more or less involved. 

iEriOLOGY. — Fibrosis of the lungs occurs secondarily 
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to some disease of the alveolar or bronchial wall or pleura. 
Its most common cause is the chronic disseminated form of 
pulmonary tuberculosis. Lobular pneumonia, especially 
in early life, is frequently the cause of fibrosis starting as a 
thickening of the alveolar walls. Bronchiectasis, pulmon- 
ary collapse, bronchial obstruction from pressure of an 
aneurism, and new growths in the lung, pleura or oesopha- 
gus may induce fibrosis of the lung. In cases of protracted 
resolution of croupous pneumonia there may be a slight in- 
duration of the alveolar walls which in rare instances may 
cause extensive fibrosis of the lung. 

The following case of diffuse fibrosis was probably sec- 
ondary to pneumonia: 

Woman aged 42 Married. Always been healthy with 
the exception of an attack of pneumonia nine years ago from 
which recovery was slow. For the last two years has had 
cough with gradually increasing dyspnoea on exertion. Spits 
up a little white, glairy mucus, particularly in the morning. 
Temperature 98.5^; pulse 98. Has lost some flesh. Has no 
pain and appetite and digestion are fair. Examination 
shows marked contraction of the left side of the chest with 
great restriction of motion on that side. There is compen- 
satory enlargement of the right side of the chest. The 
heart apex is displaced upward and to the left. The finger 
ends are not clubbed. Vocal fremitus is marked all over 
the left side and the percussion note is high-pitched and 
has a woody, hard tone slightly tympantic in quality under- 
neath the left clavicle. Very little air enters the left lung 
and the respiratory murmur is high in pitch and of a tubu- 
lar quality with prolonged expiration in the upper por- 
tion of the lung. No rales are heard except an occasional 
mucous click. There is exaggerated or puerile breathing 
in the right lung. No tubercle bacilli can be found in the 
sputum. 

In this case the length of time the disease has probably 
existed; the absence of fever, night sweats, emaciation, 
destructive processes in the lung and of bacilli would seem 
to refer the cause back to the previous attack of pneumonia. 

A special form of pneumonia is described (subacute in- 
durative pneumonia.— Kidd, primary parenchymatous pneu- 
monia.— Buhl, Heitler) in which fibrosis of the lung is a 
chief lesion. 
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Syphilitic gummatous growths in the lung may be asso- 
ciated with interstitial fibrosis having a tendency to extend 
along the vessels or tubes. There is also a diffuse form of 
fibrosis occurring in children with congenital syphilis. 
This form is rare and not much is known about it. 

The inhalation of solid, irritating particles of dust, met- 
als, etc., is a frequent cause of fibrosis of the lungs. Nu- 
merous designations have been given fibrosis from this cause. 
When due to particles of carbon it has been known as anthraco- 
8i8; siliceous particles, as chaliosis or silicosis; of metallic 
particles, as siderosis; of cotton particles, as byssinosis, etc. 
Pneumoconiosis is the term usually employed for this variety 
of fibrosis, though such names as coal miner's phthisis, pot- 
ter's phthisis, knife grinder's phthisis, etc, are sometimes 
used. Any dusty occupation may give rise to pneumoconi- 
osis.* 

The intimate association of fibrosis and tubercular 
changes in the lungs has occasioned much doubt as to the 
occurrence of non-tubercular pneumoconiosis, and as the lat- 
ter disease is liable to show secondary tubercular infection, 
it may be very difficult to determine the nature of the pri- 
mary changes. It is, however, considered, by the majority 
of observers, that tubercular infection is not necessary 
to the development of pneumoconiosis. 

"Corrigan's pneumonia" (interstitial) which was claimed 
to develop without apparent cause, Sir Andrew Clark's 
"fibroid phthisis," and Harris' "secondary" interstitial pneu- 
monia are all conditions of the same inherent nature, vary- 
ng, perhaps, in their etiological factors but all manifes- 
ting the general tissue change of fibrosis of the lungs. 

With empyema or in connection with long standing ef- 
fusions in the pleurro we may have fibrosis of the lungs de- 

♦Claisse and Josue conclude that the lesions of pneumoconiosis are not due to 
direct action of dust but to Infectious processes which are superadded; very smaU 
dust particles may migrate through the pulmonary tissues without causing dis- 
turbance; large particles produce, by traumatism, a soil upon which inhaled or- 
ganisms develop; morbid conditions influence pneumoconiosis only when they 
are of long duration; lesions of the lymph nodes increase pneumoconiosis by im- 
pairing the circulation and the elimination of dust particles by the lymphatics; 
pneumogastric lesions favor pneumoconiosis by destroying the resistance of the 
pper air tracts and by producing vaso-motor troubles. 
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velop either as dense bands of thickened interlobular con 
nective tissue or as a more general fibrosis. 

Morbid anatomy. — The morbid anatomical features of 
the lung in cirrhosis are necessarily varied in degree and 
extent. It is not necessary to review here the degrees of 
fibrosis that may be associated with the various pulmonary 
lesions. 

In general and well advanced fibrosis of the lung the 
organs is diminished in size. The tissue is dense, firm, 
smooth and may be, in spots, almost cartilaginous in con- 
sistency. It may be deeply and irregularly pigmented. 
The alveolar structure may be entirely in places. The 
bronchi are irregularly dilated and may contain irritating 
secretions which, when not removed by expectoration may 
give rise to secondary inflammation, ulceration or excava- 
tion; caseous changes are absent in non-tubercular cases. 
The pleura is thickened and may be adherent. 

When secondary to croupous pneumonia these changes 
begin in the walls of thn alveoli and ultimately involve the 
interlobular tissue. According to Green and Goodhead the 
intra-alveolar products of a croupous pneumonia have been 
known to become vascularized and develop into fibroid 
tissue. In lobular pneumonia and pneumoconiosis the 
changes begin in the alveolar walls but the peribronchial 
and interlobular tissues are more actively concerned in the 
process. 

When secondary to pleurisy the tissue growth of fibro- 
sis extends from the thickened pleura along the interlobu- 
lar lymph vessels and spreads to the peribronchial tissues. 
The lung may be thus encapsulated or traversed by numer- 
ous bands of dense fibrous tissue. 

In collapse of the lung there are hemorrhagic and pig- 
mentary changes, fibrosis of the alveolar walls, destruction 
of the epithelium and fusion of the alveolar surfaces. 

Clinical history. — The clinical history of fibrosis of 
the lungs is necessarily varied. The minor degrees of fibro- 
sis have no history apart from that of the lesions with 
which they may be associated and which they modify. 

When fibrosis is secondary to croupous, lobular pneu- 
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monia or chronic pleurisy there is a history of protracted 
and incomplete recovery from these conditions. There is 
cough with frothy, mucopurulent or nummular expectora- 
tion. Haemoptysis may occur even in non- tubercular cases. 
More or less dyspnoea will be present. Fever may not be 
present and will not be high unless sepsis from excavation 
or bronchial dilatations should occur: The course of the dis- 
ease is protracted and the later stages marked by cardiac 
failure. 

In pneumoconiosis there is a history of dusty occupa- 
tion, of a bronchitis which had no definite time of onset and 
tfrhich is troublesome in the morning and on changing from 
a warm to a cool atmosphere. The expectoration is not 
free and consists of glairy mucus which may be pigmented. 
Recurrent exacerbations of the bronchial catarrh occur. 
Dyspnoea gradually becomes troublesome. . Asthmatic 
symptoms may be prominent. Loss of strength and flesh 
occur and the patient seeks quietude in a warm atmosphere. 

In syphilitic fibrosis the clinical history will differ but 
little from that of other forms. The cough is the earliest 
and most prominent symptom. Expectoration, fever, etc., 
have the same causal relations as in other varieties of fibro- 
sis. 

The pleurogenic form of fibrosis is illustrated in the 
history of the following case: 

Boy aged 12 years. Good family history. When seven 
years old had an attack of illness, probably some form of 
acute pneumonia, which was followed by an empyema. The 
pleural fluid was aspirated several times and finally an im- 
perfect drainage was instituted. The discharge from the 
pleura stopped after several months. Jle now suffers 
slightly from cough and considerably from dyspnoea on exer- 
tion. On examination we find much retraction of tte left 
side below the fourth rib. The heart is displaced backward 
and upward, the stomach toward the right and downward 
and there is an evident degree of scoliosis. The upper part 
of the left lung is dilated and there is inspiratory retraction 
of the left side over the affected area and no air can be heard 
passing in or out of this portion of the lung. 

Symptoms and diagnosis.— Aside from the indefinite 
subjective symptoms the signs of fibrosis are mainly physi- 
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cal. The affected side will show restricted motion in part 
or in whole and may be considerably smaller than the oppo- 
site side. If the fibrotic changes are restricted to the lower 
portion of the lung, marked contraction of this portion may 
be shown with compensatory enlargement of the upper por- 
tion. There may be decided displacement of the heart up- 
wards, backwards, or to the right if the right side is af- 
fected. In extensive fibrosis marked clubbing of the finger 
ends may be present. 

The vocal fremitus is usually increased over the affected 
area though it may be absent over the lower portion of the 
lung if the latter is very hard. The percussion note is high- 
pitched and of a dull wooden, or amphoric character if there 
are bronchial dilatations or cavities. Increased vocal reson- 
ance, broncho- vesicular breathing, bronchophony or pector- 
iloquy with high-pitched, prolonged expiratory sound and 
possibly bronchial or cavernous breathing may be heard if 
there is complete consolidation or cavities. Various sized 
mucous rales, gurgles, or mucous clicks may be heard. 

The physical signs, as well as the subjective symptoms, 
are modified by the degree of emphysema and bronchial dil- 
atation which may have developed. 

In dust phthisis the discoloration of the sputum or the 
presence of foreign substances in the expectorated matter 
may indicate the nature of the disease. 

The following case of pneumoconiosis presents the 
usual history: 

Man 47 years old. Bohemian, married. Good family 
history. Wood- turner by trade. Has been employed for 
years in a mill at very dusty work. Has coughed for sever- 
al years, more in winter than in summer. Lately has been 
free from cough only when in a warm atmosphere. Expec- 
toration has become more abundant, thicker and recently 
decidedly fetid. For the last four months has been cough- 
ing up a quantity of foul- smelling mucus in the morning. 
He is decidedly dyspnoeic and at times slightly cyanosed on 
exertion. His finger ends are markedly clubbed. Temper- 
ature 99.5°; pulse 100. 

Examination shows retraction of the lower part of both 
sides of the chest, particularly of the left side. Lateral ex- 
pansion is almost entirely lost. There is increased fremitus, 
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vocal resonance and high-pitched percussion note all over 
both lungs. The percussion note, over the region of the 
fourth left rib just inside the mammiilary line, is hollow in 
character and there are gurgles, pectoriloquy and cavernous 
breathing in the same region. Numerous rales and breath- 
ing of a tubular quality are heard throughout the lower two- 
thirds of both lungs. No bacilli in the sputum. 

These cases are likely to develop tuberculosis during 
their course and after this has occurred a correct diagnosis 
may be difficult. 

Besides the congenital syphilitic fibrosis of children 
there may occur various degrees of fibrosis and secondary 
conditions resulting from acquired syphilis. These condi- 
tions may or may not be associated with gummata, or ulcer- 
ative lesions of the respiratory mucosa, and constitute the 
so-called cases of syphilitic phthisis. 

The following case is probably one of syphilitic fibrosis 
of the lungs though the diagnosis rests on the absence of 
bacilli from the sputum, the subject being alive: 

Man aged 39 years. Waiter by occupation. Family 
history good. Had a hard chancre eighteen years ago which 
was followed by sore throat and a skin eruption. Never 
had pleurisy or pneumonia. For the last five years has had 
a cough which is worse in winter and which has been espec- 
ially troublesome for the last year. Expectoration which 
was formerly scanty and frothy has lately been mucopuru- 
lent and at times somewhat offensive. Has lost flesh and 
strength and there are occasional pains through the chest. 

Examination shows loss of motion of the lower portion 
of both lungs with signs of marked induration of the left 
lung below the fourth rib and of the posterior and lateral 
portions of the right lung below the sixth rib. No bacilli 
have been found in his sputum. He has improved consider- 
ably, in a general way, on iodide of potassium and biniodide 
of mercury. 

The diagnosis of localized fibrosis of the lung is not 
difficult and rests on the character of the physical signs. 
In the diffuse varieties the main question is whether they 
are, or are not, tubercular. This question Is determined, 
principally, by the presence or absence of tubercle bacilli. 
Non- tubercular fibrosis is usually unilateral and begins in 
the lower lobes in contrast with the characteristic apical in- 
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vasion of the tubercular form. Rare cases of primary basic 
tuberculosis of fibrotic nature may occur and be difficult of 
diagnosis but here we must remember the probability of 
tuberculosis occurring in connection with fibrosis which wa,s 
primarily non-tubercular. 

Pleural effusion which has not fully absorbed and which 
has prevented expansion of the lung may closely simulate; 
fibrosis*. There may be a greater degree of retraction than 
the same extent of fibrosis would occasion, while the voice 
and breath sounds will be diminished rather than increased, 
When bronchiectasis is added to this condition the diagnos; 
tic difficulties are increased. 

Pulmonary fibrosis with bronchiectasis may be very dif- 
ficult to distinguish from an empyema or hepatic abscess 
which has perforated the lung. The diagnosis may rest on 
the result of an exploratory puncture. 

Malignant growths in the lung or mediastinum may 
simulate fibrosis. The latter is favored by long duration, 
compensatory enlargement of the opposite lung, frothy, 
mucopurulent or fetid (if there is bronchiectasis) expectora- 
tion and considerable cardiac displacement. Pressure signs, 
dullness extending across the median line, persistent pain 
in the chest and red-colored, gelatinous expectoration are 
indicative of malignant growths. m 

Treatment. — In the localized fibrosis resulting from 
pleurisy, lobular pneumonia, bronchiectasis, etc., deep 
breathing, pulmonary calisthenics, general hygiene, tonics 
and perhaps climatic treatment, are the means available. 
In diffuse fibrosis we must employ iron, strychnia, cod-liver 
oil and all the measures indicated in chronic lung disease 
whether the case is tubercular or not. In very chronic 
Cfrses strychnine is valuable as a stimulant to the right ven- 
tricle which sooner or later will fail to keep up the lesser 
circulation. 

Climatic treatment is very important in these cases as 
they run the risk of repeated attacks of bronchitis as well 
as the more serious danger of tubercular infection in non- 
tubercular cases if they remain in moist, changeable climates 
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Warm, dry air with sunshine, is what they need. The alti- 
tude should not be too high, — not over twelve or fifteen 
hundred feet if the fibrosis is at all extensive. The selec- 
tion of a proper climate may be difficult and must rest with 
the patient as the physician can only give general directions 
suitable to the individual case. In a recent case of fibrosis 
of the lower part of the right lung secondary to pleurisy, 
the patient, a physician, had tried many localities without 
finding one which seemed adapted to bis case. He required 
warmth, dryness and a moderate altitude. These conditions 
can only be obtained by varying the place of residence at 
different seasons. 

In syphilitic cases the iodides and mercury should be 
given. In advanced cases it may be well to omit the mer- 
cury and give iron, strychnia and cod-liver oil with the 
iodide of potassium. Tubercular fibrosis in a syphilitic sub- 
ject should be treated mainly as a case of tuberculosis, con- 
tinued mercurial courses being inadmissible. Syrup of the 
iodide of iron is a useful remedy in these cases. 

In cases of fibrosis of the lung associated with well de- 
veloped bronchiectasis accompanied by offensive expectora- 
tion the treatment should be such as has been advised for 
bronchial dilatation— intratracheal injections of guaiacol, 
creosote vapor baths, etc. Surgical interference, for the 
drainage of bronchiectatic cavities resulting from fibrosis, is 
of doubtful utility especially in syphilitic cases. In tuber- 
cular fibrosis the treatment is that of chronic tubercular dis- 
ease of the lung and is considered under that subject. 

PULMONARY ABSCESS. 

Pulmonary abscess is a more or less circumscribed col- 
lection of pus within the lung. The term abscess of the 
lung is frequently applied to collections of pus within the 
chest which have little pathological resemblance to ordi- 
nary abscess. These, collections may be single or multiple. 
While pulmonary abscess is almost always the result of some 
other disease of the lung, we are justified in considering it 
a distinct clinical affection because of its individual features. 

iEriOLOGY. — Single abscess of the lung occurs in con- 
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nection with pneumonia, from softening and necrosis of an 
area of consolidated lung tissue and is favored by constitu- 
tional vices and alcoholism; also, from injuries, as fractures 
of the ribs, or penetrating wounds of the lung. Multiple 
abscesses of the lungs are usually pysemic in nature and oc- 
cur from the softening of infarctions of the lung, from septic 
embolism of the lung and from septic broncho-pneumonia. 
Pulmonary abscess may occur in tuberculosis of the 
lung, from the rapid breaking down of a large caseous area; 
In bronchiectasis with destruction of the bronchial walls and 
contiguous structures, or possibly without such changes; in 
connection with non- tubercular cavities resulting from local 
destruction of blood supply; from suppuration of an hydatid 
cyst of the lungs; from extension to the lung of suppurative 
inflammation of the pleura, bronchial glands, mediastinum, 
sub-diaphragmatic space, liver, and, in rare instances, of the 
spleen and pancreas. Malignant disease of the oesophagi^ 
may cause abscess of the lung tissue. Circumscribed gan- 
grene may end in abscess. The most frequent cases of 
abscess of the lung are those secondary to pneumonia, 
pysemic infection of the lung, and to empyema. 

Morbid anatomy. — The morbid anatomical conditions 
with which abscess may be associated are very varied, but 
these conditions do not belong to pulmonary abscess. 

Abscess following pneumonia occurs most often in the 
middle or upper lung. Multiple pyemic abscesses occur in 
any portion of the lungs but may be confined to the base or 
lower portions. They are of small size, from that of a split 
pea to that of a chestnut, and, when at the surface of the 
lung, are covered by small areas of pleural inflammation. 
These embolic abscesses are surrounded by a zone of hyper- 
emia and are apt to be near the surface of the lung with 
their bases just beneath the visceral pleura. 

In circumscribed gangrene the necrosed tissue may be 
expelled through a bronchus and granulation tissue may 
form in the walls of the cavity and generate pus. These 
cavities may close by granulation and cicatrization. 

Th« expectorated matter from a pulmonary abscess con- 
sists 'of pus of a yellow or yellowish-green color containing 
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elastic fibers and particles of lung tissue. There is, usually, 
little or no odor at first. Many kinds of organisms are pres- 
ent, the most frequent being pneumococci and streptococci, 
The discharge from an encysted empyema, suppurating 
bronchial gland, etc., which breaks into a bronchus, will not 
contain elastic fibers except at the immediate time of rupture. 

Clinical history.— The clinical history of puljppnary 
abscess is necessarily varied. The principal symptoms — 
pain, cough, dyspnoea and fever — are common to various 
disorders with which abscess may be associated or of which 
it may be the result, and the latter may be well advanced 
before it is possible to individualize any of these symptoms 
as indicative of abscess of the lung. v 

Multiple embolic abscesses of the lung may giyp no his.- 
tory apart from that of a pyremic state, with, possibly, a 
small amount of fetid expectoration. The occurrence of 
embolic abscess may be marked by sudden, sha^p pain ip 
the chest. 

The history of sudden and profuse expectoration of pus, 
with or without pain, may be the first reliable indication of 
an abscess of the lung. 

When abscess of the lung occurs froqi pneun^ppia the 
fever maintains, or returns to, a high degree and subse- 
quently shows a fluctuation indicative of sepsis and is ac- 
companied by sweating and, perhaps, rigors. Dyspnoea 
may be troublesome but exhibits no features specially indic- 
ative of abscess, and the same may be said of the cough and 
pain. . 

The course of pulmonary abscess depends on the nature 
" of its cause. It may be prolonged; death may occur from 
sepsis or from septic lobular pneumonia due to infection by 
material from the abscess cavity. Single abscesses follow- 
ing pneumonia may heal by cicatrization after the discharge 
of the contents of the cavity. This termination, while rare, 
I have known to occur in more than one instance, as in the 
following case: 

Boy aged 18 years. Previous health good. Had a 
moderately severe attack of pneumonia of the right lung. 
After the crisis the temperature rose to 102.5° P., and showed 



Digitized by 



Google 



PATTON; PULMONARY ABSCESS. 161 

a daily fluctuation from 99° P., to 102.5° P., with daily 
sweating. 

Examination, six days after the crisis, showed an area 
in the right mammary region which exhibited dullness, sup- 
pressed respiratory sounds, increased fremitus, and rales 
surrounding this area. There was considerable pain in the 
right side of the chest. Four days later a considerable 
quantity of pus was expectorated which contained some 
elastic fibers. The patient was very weak and exhausted 
£nd continued to expectorate quantities of pus daily which 
became offensive. The odor was controlled by inhalations 
of an oil solution of menthol, aristol and eucalyptus. The 
temperature ranged from 99° P., to 101° P. The pain gradu- 
ally disappeared. Pectoriloquy and amphoric voice and 
breathing were obtained over the area where signs of con- 
solidation had been present. 

The patient gradually improved under tonic treatment 
and nutritious diet, and three months later was, apparently, 
well; the cough and expectoration having ceased. At this 
time the signs of a cavity could not be obtained, there being 
simply increased fremitus, partial dullness and breathing 
of a high-pitch and of tubular quality over the area involved. 

. Symptoms and diagnosis. ^-Pain in the chest, cough, 
fever, dyspnoea and the expectoration of a quantity of puis 
containing elastic fibers are the symptoms of abscess of the 
lung. In most instances these symptoms are character- 
ized by their indefiniteness. Sudden pain in the cherst fol- 
lowed by cough, dyspnoea and septic temperature indicates 
embolic abscess, especially in connection with septic condi- 
tions in which emboli are liable to occur. Continued py- 
rexia after pneumonia, especially if of a sep*ic type, cough 
and rapid respiration are suggestive of abscess. 

The physical signs are not always conclusive but when 
taken in connection with the subjective symptoms a diag- 
nosis can usually be reached. 

Before discharge of the contents, of the cavity has oc 
curred there will be localized dullness, diminished breath 
sounds, and, perhaps, increased fremitus. If there are sev- 
eral areas of softening there will be crackling rales around 
these areas. At this stage the absence of displacement of 
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the apex beat of the heart, and the presence of fremitus are 
important in the exclusion of pleural effusion. 

When a cavity has formed there may be a tympanitic 
quality to the percussion note if the cavity is near the sur- 
face of the lung, or the note may be high-pitched and me- 
tallic in quality. Perhaps cracked-pot resonance may be 
obtained. If the cavity has free communication with a bron- 
chus the percussion note may be higher with the patient's 
mouth open than with it closed (Wintrich's change of pitch), 
or, if the cavity be of greater diameter in one direction than 
another and contain fluid, the percussion pitch will vary in the 
upright and recumbent positions(6erhardt's change in pitch). 
Again, the rise in percussion pitch with the mouth open 
may be obtained only when the patient is recumbent (Win- 
tricb's interrupted change in pitch). 

The voice sounds may be amphoric in quality and pector- 
iloquy may be obtained. Careful study of the loud and 
whispered voice sounds is of great value. The breathing 
may be cavernous in character and, perhaps, amphoric in 
quality. Gurgles and metallic tinkling may be heard. 

Bronchiectasis and circumscribed gangrene are the 
affections within the lung most likely to simulate abscess. 
In the former the sputum will not contain elastic fibers, and 
pyrexia may be absent, or, at least, not marked or of a sep- 
tic type. The history is different from that of abscess. 

In gangrene the course is more rapid, there is greater 
prostration and constitutional disturbance, the expectoration 
is fetid and extremely offensive and contains broken down 
lung tissue. 

In hydatid cysts of the lung the general symptoms are 
milder than those of abscess. The percussion note, in the 
center of the affected area, has a more absolute flatness. The 
characteristic booklets in the expectorated matter are decis- 
ive when obtained. 

Abscess of the liver, sub- phrenic abscess, mediastinal 
abscess, encysted empyema, etc., breaking into the lung, 
may usually be diagnosed through the history and physical 
signs present prior to the involvement of the lung. Pus, 
from these sources, discharged through the bronchi, will not 
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contain fibers of pulmonary tissue except, perhaps, at the 
immediate, time of rupture. 

Abscess and empyema are alike most frequent after 
pneumonia, and if the latter be encysted, as is likely in a 
pneumococcus infection, it may readily be mistaken for 
abscess, especially if it discharges into a bronchus. The 
constitutional disturbance attending abscess is more severe 
than with empyema, also, the fever, rigors, sweating, pain 
and cough are more severe. Empyema shows more change 
in the contour of the affected side and more limitation of 
motion. Loss of fremitus, less abrupt transition from flat- 
ness to partial resonance, greater interference with conduc- 
tion of voice and respiratory sounds also characterize em- 
pyema. When an empyema discharges through a bronchus 
the signs may resemble those of a cavity in the lung so 
closely as to make the distinction between them impossible 
by the physical signs alone. 

The following case illustrates this: 

Little girl aged 6 years. Had an indefinite illness last- 
ing three months with a history of irregular fever. At time 
of examination had a temperature range of from 99° P., to 
102.5° P. There were signs of effusion in the left pleura. 
Drainage was advised but was delayed for some time. A 
small amount of pus was discharged through an opening be- 
tween the fourth and fifth ribs. A few weeks after this the 
child began to spit up pus and the temperature range was 
from 100° P., to 105° P. There were now signs of a cavity 
under the center of the left scapula. The lower left lung 
was much retracted. The physical signs were identical with 
those of a cavity in the lung substance. Examination of the 
discharge showed at first pneumococci and streptococci; later 
a few tubercle bacilli. 

Treatment. — The medical treatment of abscess of the 
lung consists in nourishing food and the liberal use of such 
tonics as iron, quinine and strychnia; the employment of 
such antiseptic inhalations as have been recommended in 
bronchiectasis, if the cavity has emptied and the discharge 
is fetid. Py ramie abscesses are usually beyond treatment, 
medical or surgical. 

In single abscess following pneumonia, if the discharge 
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is free and septic symptoms not alarming, it is well to post- 
pone surgical interference in order to see if the cavity will 
not close by cicatrization. In deciding the advisability of 
operation the points to be considered are the general con« 
dition of the patient, the nature of the primary disease, the 
location of the cavity, whether it is multiple or single ab- 
scess, the possibility of free drainage and the condition of 
the pleural tissues. Cases of pulmonary collapse, circum- 
scribed gangrene and abscess resulting from septic accumu- 
lations in the bronchi from the pressure of tumors, aneu- 
risms, injuries to the throat, etc., are not surgical cases and 
these conditions should always be excluded. 

After having located the diseased area as nearly as pos^ 
sible, the presence of pus must be determined by exploratory 
puncture. These punctures may be repeated several times 
if necessary to locate the cavity. It is not always easy to 
locate a cavity with the exploring needle, as the location is 
apt to be higher in the lung than the signs indicate. The 
exploration may be made without anaesthesia, though in 
many cases this is impossible. Chloroform is the best an- 
aesthetic for this purpose and the anaesthesia must not be 
profound. If pus is obtained the needle is left in place as a 
guide, and exsection of one or more ribs is proceeded with. 
As it is difficult to tell how much room is needed, it is well 
tq make a vertical incision instead of the oblique one often 
used in operating for empyema. 

As it is often impossible to tell with certainty that 
pleural adhesions are present it is well to proceed, up 16 
the point of incising the pleura, as if they were absent. 
God lee recommends stitching the pleural surfaces together, 
including a space from one and a-balf to two inches in diam- 
eter, with six or eight stitches. The pleura is now incised 
and if air draws through into the pleural cavity, more 
stitches are introduced. This method has several ad- 
vantages over a primary operation for producing pleural ad- 
hesions. If the abscess is near the surface of the lung a 
pair of sharp-pointed forceps are introduced along side of 
the needle, the latter is withdrawn and the opening enlarged 
with the finger. Even in deep-seated abscesses it is ptoba- 
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ble that this method of entering the lung is preferable to the 
use of the actual cautery. Haemorrhage may be controlled 
by plugging. The drainage tube! should be fixed to the 
chest wall with plaster, as it is more likely to become dis- 
placed than in empyema. The wound of the soft tissues 
should be treated with chloride of zinc (40 grains to the 
ounce) and packed, around the tube, with gauze wet in the 
same solution and covered with iodoform (Godlee). 

Irrigation of the cavity should not be practiced . Ahti 
septic powders may be introduced, but they do little good. 
A few layers of gauze covered by oakum or wood wool is a 
convenient dressing when the discharge is abundant and 
offensive. Frequent change of dressings is necessary. The 
tube should be removed frequently and cleaned. It should 
not, however, be removed for the first two days or it may be 
difl&cult to reintroduce it. The tube should remain until ex- 
pectoration has ceased and the discharge through the wound 
has diminished to a teaspoonful or so daily. 

PULMONARY GANGRENE. 

Gangrene of the lungs is a condition of necrosis and de- 
composition of lung tissue. It is almost always secondary 
to inflammatory conditions of the lung. Laennec's division 
of circumscribed, and diffuse gangrene, is still adopted as 
most convenient, though in the so-called circumscribed va 
riety its peripheral limitations cannot always be defined. 

Pulmonary gangrene is not frequent, as the post- mortem 
statistics of various hospitals show its presence in from only 
one-half to three-fourths of one per cent, of the cases of 
pulmonary disease. 

JStiology. — The microorganisms which induce gan- 
grene may reach the lungs through the bronchi, blood ves- 
sels, or by extension from some adjacent organ. Various 
organisms are found in the necrotic lung tissue. The 
staphylococcus pyogenes aureus is supposed to be the pri- 
mary cause of the necrosis (Bonome). Special microbes 
have been described, and such organisms as leptothrix, 
aspergilli, siarcin®, etc., are frequently found. It is likely 
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that several saprophytic organisms may he involved in the 
production of gangrene. 

Gangrene of the lungs occurs in connection "with pneu- 
monia, and while rare its occurrence is favored by lack of 
nutrition, alcoholism, diabetes, nephritis and senility. In- 
fluenza pneumonia may be followed by gangrene. The in- 
fluence of mixed infections in pneumonia upon the occur- 
rence of gangrene is not fully understood. Lobular pneu- 
monia, secondary to the infectious diseases, may rareJy 
terminate in multiple foci of gangrene. 

Pulmonary gangrene may supervene upon septic in- 
flammation occurring in connection with chronic pneumonia. 
Bronchiectasis may cause gangrene by the retention of sep- 
tic products in the bronchi, or through the occurrence of 
septic lobular pneumonia of adjacent lung tissue or even of 
the opposite lung through inhalation of septic material. 

Loss of sensibility or paralysis of the larynx allowing 
of the passage of food, secretions, etc., into the bronchi 
may, particularly in the insane, be a factor in producing 
gangrene of the lungs. Regurgitated matter from the 
stomach may also be drawn into the lungs. Gangrene of 
the lungs may occur secondary to cancrum oris, epithelioma 
of the mouth, tongue or oesophagus, diphtheria, etc. Sup- 
purating bronchial glands may, by establishing communi- 
cation between the oesophagus and bronchi, cause gangrene. 
Tumors or aneurisms in the mediastinum or lungs may 
cause gangrene by obstructing the bronchi and causing dila- 
tation of the tubes, retention of secretions and septic pneu- 
monia and gangrene. Pressure of tumors upon the vessels 
or nerves of the lungs has been considered a cause of gan- 
grene. Pulmonary tuberculosis rarely results in gangrene. 

Septic emboli in the lung may cause gangrene. They 
may occur from thrombosis of the lateral sinus, thrombi 
in the uterine veins in puerperal fever, or from the veins 
surrounding foci of suppuration. Typhoid fever, ery- 
sipelas and many other conditions may cause embolic gan- 
grene of the lungs. 

Abscess of the liver, fecal abscess, sub-diaphragmatic 
abscess, cancer or gangrene of the oesophagus may cause 
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gangrene of the lungs by extension. Wounds and injuries 
of the lungs with extensive extravasation of blood may be 
followed by gangrene with or without pneumonia. Poison- 
ing by foul air may result in gangrene of the lungs. 

Morbid anatomy. — If the gangrenous area is near the 
surface of the lung the pleura will be inflamed and covered 
with lymph. The gangrenous area may be small or may in- 
volve the greater part of a lobe. Embolic gangrene may be 
wedge-shaped. 

In circumscribed gangrene the necrotic area is sur- 
rounded by a zone of inflammation by which nature at- 
tempts to limit the extension of the process. The gan- 
grenous area may be black, gray or greenish and the ne- 
crotic tissue may have been partially expectorated. The 
contents of the cavity will be fetid, of a pulpy or semi-liquid 
consistence, and may consist largely of blood. The walls of 
the cavity may be ragged, or may consist of granulation tis- 
sue. Well developed induration may surround the cavity in 
cases which have lasted some time. The bronchi and ves- 
sels of the affected area may remain as shreds in the necrosed 
mass, or may have been destroyed. The neighboring bronchi 
are inflamed and contain fetid material. 

Diffuse gangrene has no limiting zone of inflammation. 
The affected area usually has a fetid odor, is gray or black 
in color, of a doughy or pulpy consistence, or may be a semi- 
fluid mass in a ragged cavity. The pleura may be necrotic 
and empyema or pyopneumothorax may be present. 

Clinical history.— There may be no history indica- 
tive of gangrene of the lungs. In the insane or in diabetic 
subjects and in embolic gangrene even the odor of the 
sputum and breath may be absent. 

The very great variety of etiological factors for gan- 
grene of the lungs lead us to expect a marked want of uni- 
formity in its clinical history. There may be a history of 
chills with irregular fever and great prostration. Pain may 
be present if the pleura is involved. Haemoptysis may be 
an early symptom and may rarely be profuse and fatal. 
Dyspnoea may be severe in cases showing great prostration. 
Cough may or may not be troublesome. Fetid breath 
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usually precedes expectoration. The expectoration is yel- 
low, brown or black; purulent or blctody; alkaline at first, 
but later acid. It forms three layers on standing: an upper 
of grayish froth; a middle, watery and clear; and a lower 
layer containing shreds of lung tissue and, possibly, elastic 
fibers. 

When gangrene follows pneumonia there may be early 
prostration, small, feeble, irregular pulse, septic fever and 
fetid expectoration. 

Symptoms and diagnosis.— Fever, cough, pain, dys- 
pnoea, great prostration, fetid breath with expectoration 
presenting the characteristics of gangrenous sputum are 
the chief symptoms of gangrene of the lungs. The physi- 
cal signs are often more inconclusive than the general 
symptoms. 

Signs of consolidation followed by evidence of the for- 
mation of a cavity, especially after pneumonia, and with the 
characteristic sputum and breath will enable us to diagnose 
circumscribed gangrene. In children there may be only the 
signs of broncho-pneumonia. 

In diffuse gangrene there will be evidence of more 6r 
less complete consolidation of the lung. The voice and re 
spiratory signs of consolidation are modified or wanting as 
the bronchi of the affected area are more or less occluded. 
The diagnosis rests mainly on the history, prostration, 
fever and characteristic sputum and breath. The sputum 
should be examined microscopically for lung tissue, 

Bronchiectasis, putrid brbnchitis, pulmonary abscess 
with fetor, rupture of an empyema into the lung, and local 
necrosis of a phthisical cavity may resemble pulmonary 
gangrene. In all lung cavities, other than gangrenous, 
presenting fetor, the appearance of the fetor is subsequent 
to the signs of a cavity, while in gangrene the fetid expec- 
toration precedes the signs of a cavity. In empyema 'there 
will be a history of pleurisy prior to the expectoration of a 
'quantity of pus, possibly fetid; but gangrenous odor will 
usually be wanting and lung tissue tfill be absent from the 
expectoration unless at the immediate time of rupture. 

Treatment. — The treatment of pulmonary gangrene is 



Digitized by 



Google 



PATTON: PULMONARY GANGRENE. 169 

chiefly supporting*, with absolute rest in bed. If there is 
much pain or cough small doses of morphia may be given, 
but care should be taken not to depress the patient. 

. Quinine, strychnia, whisky and milk with concentrated* 
nourishing food are the chief necessities. Disinfection of 
the air passages may be accomplished by the methods recom- 
mended for bronchiectasis. If the creasote bath cannot be 
tolerated, inhalations of vapor of carbolic acid (f per cent.) 
may be used. Carbolic acid is also recommended for inter- 
nal use in doses of from four to twelve grains daily. An in- 
haler may be used for vaporizing the air passages, satura- 
ting the sponge with a solution of creasote, menthol, aristol, 
eucalyptus, etc., using from ten to fifteen per cent, of any 
combination desired. 

• The subcutaneous injection of guaiacol in sterilized oil, 
in daily doses of fifteen grains or more, is highly recom- 
mended by Weil. Several observers have reported good re- 
suits from these injections. Injections of antiseptic sub- 
stances directly into the affected area of lung has been ad- 
vised but is of doubtful utility. Traube advises the internal 
administration of the acetate of lead; recoveries have been 
reported under this treatment. 

When gangrenous cavities are circumscribed and acces- 
sible, drainage is to be considered. 
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MUSICAL HEART MURMURS— By Henry F. Lewis, 
A. B. (Harv.), M. D. f Chicago* 

Musical murmurs heard over some part of the heart's 
area, in various abnormal cardiac conditions, are not un- 
common phenomena. Such are often due to aberrant ten- 
dinous cords stretched across the cavity of the ventricle in 
such manner that they are tightened by the movements of 
the ventricular walls and caused to vibrate by the action of 
the blood rushing against them. In order .that such a cord 
shall act like a harp-string and give forth a musical vibra- 
tion, it is necessary that it lie directly in the course of the 
stream of blood and that there be a vigorous action of the 
ventricle. 1 The musical murmur in these instances is 
commonly accompanied by a vibratory thrill. In a recent 
article in the Philadelphia Medical Journal, * I have consid- 
ered somewhat at length the influence of aberrant tendinous 
cords upon the production of these musical murmurs. While 
cases are not uncommon where such cords are found in 
other cavities of the heart, I believe only one has been re- 
corded where a musical murmur was produced by a cord 
stretched across any chamber other than the left ventricle. 8 
It is necessary also that the cord be across the aorta or 
upper third of the ventricle; otherwise no musical sound is 
produced. Eichhorst 4 states that a musical bruit may be 
caused by a congenital aberrant cord running from the ven- 
tricle to the aortic wall. 

It is sometimes objected that aberrant tendinous cords 
cannot produce murmurs by their vibrations because during 
systole they are not stretched but lax. Bamberger replies 
that the heart contracts not all at once but from apex to 
base and therefore the part of the ventricle near the artery 
will be tense and filled at the beginning of systole so that 
cords in that situation might vibrate while the apical por- 
tion is contracting. 

•Read before the Chicago Society of Internal Medicine, Nov. 24, '98. 
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The vibrations of the normal teudinous cords probably 
contribute to the production of the normal first sound of the 
heart* but, since they lie lengthwise with the blood cur- 
rent, their amplitude of vibration must be small and there- 
fore their sounds very weak. The shortening or loss of 
elasticity and consequent lengthening of these chordae ten- 
dinese from endocardial disease may account for some of the 
murmurs heard in various cardiac lesions. 

Disease of the aortic valve or its neighborhood is a fre- 
quent cause of musical murmurs. Many times the sound is 
loud enough to be audible at a distance from the chest, even 
enough to disturb the patient himself. Very loud murmurs 
usually mean aortic disease. 6 McAldowie reports a case 
where the sound was easily heard several feet away from 
the patient. The autopsy revealed a lacerated, flap from the 
degenerated wall of one of the sinuses of Valsalva, which in 
life probably projected into the blood stream and gave rise 
to the systolic * 'cooing" sound observed clinically. Ather- 
omatous disease of the aorta may cause the valves to co- 
alesce, leaving only a small slit between them, rushing 
through which the blood may produce the musical sound. 
Calcareous deposit projecting into the stream or calcareous 
degeneration of the walls of the vessel such as to make a 
stiff pipe of it is equally propitious for the production of a 
high-pitched note. 1 So also is a perforating aneurism of 
the aortic valve with anfractuous walls. 8 One of the 
cusps of the aortic valve may be perforated in such a way 
that the free margin acts like a fibrous cord stretched across 
the lumen of the vessel.' The sudden appearance of 
such a murmur in a subject of heart disease may indicate 
such perforation. 10 With any of these above causes, 
. the abnormal sound will naturally be heard with systole, 
for at that time the blood issuing from the ventricle will 
impinge upon the vibrating substance. Also, however, in 
the case of tendinous cords across the upper part of the 
ventricle there may be, in addition to the systolic bruit or 
without it, a diastolic musical murmur caused by the re- 
g.ibgitant stream coming back into the ventricle. In rela- 
tive insufficiency of the aorta there may be dilatation ctf thfe 
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ascending portion of the vessel which can cause a musical 
note heard with diastole. ' } This note, perhaps, is caused 
by the vibrations of one or more of the free edges of the 
aortic cusps as they stand out an ineffectual barrier in the 
regurgitant blood current. 

Huchard maintains that aortic regurgitation due to ar- 
terial, sclerosis is more commonly accompanied by musical, 
rough or whistling murmurs than is that lesion due to other 
causes. 1 * Arteriosclerosis is the most frequent cause 
of aortic stenosis and the murmur with that lesion is often 
whistling or otherwise of a musical character. The French, 
who carry the niceties of auscultation to a somewhat absurd 
extent, are fond of onomatopoeia in naming the murmurs 
heard at the cardiac orifices. "Piaulement," "miaule- 
merit," * 'bruit du guimbarde (jewsharp)" and other such ex- 
pressive terms are frequent in their writings on this sub- 
ject. Laennec, in referring to a case of musical bruit heard 
in the subclavian artery speaks of the 4 'song of the arteries" 
and says that in this case the artery seemed to play a tune 
of three notes arranged in intervals of a major third and the 
passage of one note into another was evidently determined 
by the arterial diastole. He, becomes almost romantic in 
likening the sounds 4 to a military march in which the 
sounds of the warlike instrijmeots are from time to time in- 
terrupted by the raucous clamor of the drum." 

While musical sounds are of tenest heard at the aortic 
region and due to lesion of the corresponding valve, yet 
sometimes mitral disease may be the causative factor. In 
mitral stenosis such a murmur may exist with diastole or 
modifying the presystolic bruit characteristic of that dis- 



eases are not unknown where a distinct or even very 
loud musical sound existed for some time and then disap- 
peared. Such might be caused by vegetations on the aortic 
valve which were finally swept away by the blood. 1 * 
Sometimes murmurs diminish gradually. 1 4 In some cases* 
where the hypertrophy of the muscular • walls of the 
heart allows for perfect compensation, the aberrant cord 
may be tightly stretched by the strong cardiac muscle while 
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later, when dilatation and weakened musculature ensue, the 
musical sound may gradually disappear. 1 * 

Musical murmurs heard in the cardiac region may owe 
their origin to extra-cardiac causes. 16 Catarrh of the 
bronchioles of the adjacent parts of the lung, especially the 
lingual appendix, may give rise to a musical sound from the 
beating of the heart next to it. A metallic tinkle may come 
from the cardiac movements setting up a vibration of the 
walls of the chest. 

I present for your examination and counsel and to serve 
as a text for discussion, a case of heart disease character- 
ized by a musical murmur heard about the apex and at the 
end of diastole. I have made the diagnosis of mitral sten- 
osis but shall be disappointed if some of the distinguished 
authorities here present do not disagree. 

Case. Mrs. G., age 45, married, never pregnant, native 
of Ireland, had an attack of acute articular rheumatism fif- 
teen years ago. More or less severe attacks recurred from 
time to time for two years and then disappeared until two 
years ago. At this time she had an attack of cardiac fail- 
ure somewhat similar to the one for which I recently treated 
her. There was great bodily weakness, feebleness of pulse, 
marked dyspnoea, orthopnoea and obstinate vomiting. She 
went to a hospital and lay in a state of coma for three weeks. 
Then consciousness returned and anasarca supervened to a 
marked degree. At the end of six weeks she left the hospi- 
tal much improved. Since then she has suffered great 
dyspnoea on exertion but has managed to do her housework 
until the present illness came on. Several weeks before 
my first visit she was seized with constant dyspnoea, inabili- 
ty to recline, anorexia and obstinate vomiting, rejecting 
everything from the stomach for five days before I saw her. 

My first notes are dated Mar. 21, 1898. I found her half 
reclining in bed, gasping, with a shallow respiration at a 
rate of over forty to the minute. The pulse was so weak 
and irregular that it could not be counted at the wrist. 
There was much cyanosis and jaundice with considerable 
emaciation. There was very little oedema at that time, but 
it increased later. The hands and feet were cold and 
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clammy; she sweat profusely from the exertion of whisper- 
ing. She complained of great pain in a small area in the 
lumbar back. In short I thought her moribund and advised 
sending for the priest. 

The heart- beat at the apex was very irregular in time 
and intensity, counting about 150 per minute. This rapid- 
ity of pulse, as well as the rapid and noisy breathing, ob- 
scured the auscultation but I was able to make out at the 
apex a not very loud systolic murmur. Her condition for- 
bade an extended examination. I made a provisional diag- 
nosis of mitral insufficiency with muscular degeneration and 
passive congestion of the abdominal viscera. The scanty 
urine was of high color, specific gravity of 1028, showed a 
little bile pigment and a trace of albumen. In the sediment 
were hyaline and granular casts and casts stained yellow, a 
few leucocytes, renal and cystic epithelial cells. 

I prescribed digitaline, gr. T ^, every four hours and a 
diet of liquid peptonoids. Two days later there was little 
change except that the pulse was a trifle stronger and the 
respiration less difficult and rapid. She had been able to 
retain half an ounce of peptonoids every two hours but 
nothing else, even water. I replaced digitaline by strophan- 
tus and aromatic spirits of ammonia. Three days more 
found her pulse reduced to 70, without intermission but not 
regular in force. All the symptoms steadily ameliorated. 
She was able gradually to add peptonized milk, eggs and 
other light food in the course of a few weeks. Moderate 
oedema of the legs came on. I prescribed strophantus, 
diuretin and a little digitalis from time to time. The urine 
became less scanty and concentrated, albumen disappeared 
and casts diminished in number. Early in June examina- 
tion showed albumen and sugar absent, urea 50 grams per 
diem, uric acid increased, phosphates 1.5 per cent, and sedi- 
ment free from casts. (Edema was never great. 

June first, auscultation showed a slight souffle at the 
apex heard with systole and propagated a little towards the 
axilla. I also heard then for the first time a rather low- 
pitched, musical sound with diastole. This sound covered a 
considerable area about the apex. Cardiac dullness ex- 
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tended one inch to the right of the sternum and half an 
inch to the left of the nipple line. 

The patient's general condition has continued to im- 
prove a little from week to week until she has become able 
to go downstairs, out of doors and even several miles away 
from home without unpleasant symptoms. Early in June 
she had several attacks of partial faintness accompanied by 
amaurosis lasting several minutes but these symptoms have 
since disappeared. 

Ophthalmoscopic examination shows a dimness and 
cloudiness of the disc of each eye and a congestion of the 
vessels. In the right eye there is considerable tortuosity 
of the vessels. 

Examination, Oct. 7, shows the musical sound still pres- 
ent but weaker and a complete disappearance of the systolic 
souffle at the apex. The pulse is rather rapid and not per- 
fectly regular in force. The area of cardiac dullness is not 
perceptibly increased, nor is that of the liver. Pulmonary 
signs are nil. There is a slight accentuation of the second 
pulmonic sound. The patient complains of some dimness 
of vision in the left eye with scintillation of light before it. 
The left pupil is slightly larger than the right, but both re- 
act to light. The oedema is almost none, the urine passes 
freely and is negative in character. 

As to diagnosis I am inclined to think that the present 
condition is one of sclerosis or calcareous condition of the 
mitral valve, causing the musical murmur heard at the end 
of diastole in the region of the apex. I think the cause of 
the earlier severe symptoms was a dilatation of the right 
ventricle and then the left, giving rise to a relative insuffi- 
ciency of the mitral, as evidenced by the systolic souffle 
which, as the ventricular dilatation has subsided, has since 
disappeared. At the same time I recognize the probability 
of there still being more or less leakage through the de- 
formed mitral valve. 

Another cause of musical murmur under my observation 
at the present time I am unable to bring before you but will 
briefly allude to her history. 

Miss 6., aged about 40, of nervous and gouty antece- 
dents, suffered from frequent attacks of palpitation for the 
past year or more which attacks have later become more 
frequent and distressing. Lately she has complained of a 
feeling of a lump in her throat and at times, of a sense of 
suffocation. She states that the neck has become larger, as 
shown by the tightness of the collar. 

Examination shows a slight enlargement of the thyroid, 
tremor, pulse rate varying between 80 and 120, and no signs 
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of exophthalmos. There is a high-pitched musical murmur 
heard with diastole over the right carotid as far up as the 
angle of the jaw and for a short distance along the course of 
the right subclavian. The pulmonic second sound is slight- 
ly accentuated, the second sound at the apex is doubled and 
there is a systolic souffle heard at the apex, not propagated. 

Dessicated thyroids seem to increase the palpitation 
and the sense of suffocation but the thyroid gland has not 
enlarged. The nervousness and the palpitation seem to be 
somewhat modified by bromides and digitaline but the con- 
dition is little changed for the last month or two. The 
blood examination shows 4,500,000 red corpuscles to the 
millimeter, and a normal amount of haemoglobin and no ap- 
parent change in the morphological aspects of the blood. 
The musical murmur is diminishing in intensity. 

A somewhat similar case of arterialmusical murmur in 
Graves' disease is reported by Porte and Penn^. 11 In 
theirs the sound was so loud as to interfere with the pa- 
tient's sleep. The maximum intensity was over the aortic 
Region and the sound was propagated into the arteries, es- 
pecially of the right side. 

In Graves' disease the cause of the musical murmur is 
not necessarily a cardiac lesion but may be due to nervous 
disturbance of the contractility of the heart resulting from 
the general disease. Such nervous disorders of contractil- 
ity may give rise to irregular contractions of the papillary 
mnscles, partial contractures or paralysis of the muscular 
coat of the great arteries or other functional disturbances 
which favor development of sonorous vibrations in the 
moving mass of blood. Irregular nervous stimuli may also 
cause varying conditions of contraction in different peri- 
pheral arteries ("the song of the arteries"), 
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Cbtonicle anb Comment 

In admonishing a class of newly -made doctors an essay- 
ist lately said: "Take as greeting for your future, this four- 
square rule in your life of service — 1, clean living; 2, just 
thinking; 3, hard work; and lastly, carefully weighed, 
straightly dealt, when there is need of it, as need must 
sometimes be, both within the profession and without it — 

English from the shoulder." 

* * 

* 

According to our best information, and owing to the in- 
creased registration for the present session, Chicago now 
has not only the largest aggregate number of medical stu- 
dents of any city in this country, but as well has, in point 
of numbers of matriculants, the largest individual under- 
graduate medical school in the world. It is announced, that 
very close to eight hundred students are enrolled at one 
college. There can scarcely be any question as to the des- 
tiny of Chicago in the matter of medical teaching. 

* * 

Professor von Es march, the eminent German surgeon, 
recently celebrated the fiftieth anniversary of his profes- 
sional life. 

* * 

A French medical gentleman recently left a sum of 
money for the establishment and maintenance of a home 
for aged and infirm medical men. A portion of the institu- 
tion is also to be given over to the children of medical men, 
orphan children or children whose parents are unable to 

give them desirable advantages. 

* * 

* 

In speaking of the influence of character in the profes- 
sion of medicine (Harveian oration, 1898) and the repre- 
sentation thereof in Harvey, Duckworth said: "In Harvey 
we have indeed a splendid model of the ideal physician, for 
not only have we to cultivate wide learning for its own sake, 
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and its unquestionable influence upon us, but we have to see 
to it, if anything more assiduously, that we be men of the 
highest character. If the factor of high character was a 
great one in Harvey, and a gracious achievement in the 
seventeenth century, can it be doubted that it is a less im- 
perative quality for us in the declining years of the nine- 
teenth? I almost fear that in this restless age, so prolific 
in novel developments, there has opened out before us, more 
than is easy to steer clear of, making new channels wherein 
our moral integrity may be severely tried; and we may not 
seldom be tempted by a thoughtless and credulous public to 
deviate into courses which a strictly disciplined and finely 
tempered nature must ever recoil from. Yes, character 
must always be the mainstay and regulator of our conduct 
both amongst ourselves and towards the public whose ser- 
vants we are." 

* 
Significance as to the progress of serum therapy may 
be gathered from the fact that the output of an extensive 
manufacturer is given as almost two hundred per cent. more, 
in the case of diphtheria antitoxin, than a year ago; and in 
the matter of antistreptococci serum the demand is now ten 

times as great as a year ago. 

* * 

* 

Birth -paralysis — the paralysis due to prolonged com- 
pression of the infant head — which in the great majority of 
instances * 'clears up," nevertheless is sometimes more or 
less permanent; and this possibility, even if of temporary 
influence, should always be a consideration in the use of the 
forceps for the abbreviation of labor. 

The activity and eliminating power of the kidneys can 
be ascertained by the administration of iodide of potassium. 
Giving a patient a ten-grain dose of the iodide the salt 
should be detected in the urine in from twenty-four to thirty- 
six hours. Whether it is possible to standardize the elim- 
inating function of the kidney has not yet been learned, so 
far as we are aware; but it seems that right here is a field 
for wide laboratory and experimental research. 
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Solid diphtheria antitoxin is now made in Berlin. The 
sale of this product, as also of others, comes under special 
ministerial conditions in order to insure the public against 
possible deception or inferiority. It is officially prescribed 
that each gramme of the solid antitoxin must possess at 
least 5,000 immunizing units; that it must be in the form 
either of yellow transparent leaflets, or a whitish powder, 
which, when dissolved in ten parts of water, produces a so- 
lution similar in appearance to the liquid antitoxin. It also 
must be absolutely germless, and must be free from any 

kind of antiseptic additions. 

» * 

* 

With regard to the employment of the antistreptococcic 
serum, especially in puerperal fevers, Dr. C. E. Paddock, of 
Chicago, reviewing a number of cases in Medicine (Nov.) 
concludes: 1. That a bacteriological examination should be 
made. 2. That the serum should be given early. 3. That 
the initial do^e should be larger than is usually given, name* 
ly, twenty to thirty cubic centimeters. 4. That there are 
certain virulent streptococcic infections wherein no matter 
how strong the dose, or when given, the serum will be of no 
avail. 5. That the employment of the serum does not do 
away with the necessity of local and medicinal treatment. 
6. The benefit derived from its use in streptococci infection 

is demonstrable. " 

» # 

* 

While we appreciate in a vague or general sort of way 
that pulmonary tuberculosis is a very, far-reaching disease, 
believing that it more profoundly affects humanity than any . 
other disease, yet how many have had any definite concep- 
tion of its prevalence and ravages. Does this statement by 
Otis (contained in a prize essay entitled The Causes and Con- 
ditions of Pulmonary Tuberculosis. — Am. Jour. Med. Sci., Nov.) 
have a startling sound? "One and probably the greatest 
danger which threatens human life at the present time is 
pulmonary tuberculosis; either directly or indirectly it 
touches the life of almost every individual; one- half of the 
human race suffer from it, and its ravages are as wide as 
the habitable world." Of course such wide-spread preva- 



Digitized by 



Google 



180 CHRONICLE AND COMMENT. 

lence of a disease thoroughly recognized by all to be ex- 
tremely fatal prepares a conception or idea of an extensive 
mortality, which becomes startling when viewed in a rela- 
tive sense. For instance, the same authority above quoted 
states, partly in turn quoting, the following: "The mor- 
tality from it" (pulmonary tuberculosis) ''approaches that 
of small-pox a hundred years ago, causing from one-fifth to 
one-seventh of all the deaths — more than small-pox, diph- 
theria, scarlatina, typhoid fever, typhus fever, yellow fever, 
cerebrospinal fever, Asiatic cholera, relapsing fever, lep- 
rosy, measles and whooping cough combined." 

* 
Jonathan Hutchinson holds that in hereditary syphilis 
the manifestations may be delayed even as long as forty 
years, that is, the taint may not appear until the offspring 
bearing the syphilitic brand is forty years of age. Touching 
the transmission of syphilis by heredity it may be stated that 
those hereditarily acquiring the disease cannot transmit it 
on to their children. Therefore marriage of the subjects of 
hereditary syphilis need not be interdicted. This does not 

necessarily interfere with the theory of atavistic syphilis. 

* * 

* 

Here is an act that it cannot be denied took no small 
amount of moral courage to perform. It is related (Phila. 
Med. Jour.) by a Brooklyn physician. "Some years ago I 
was called in haste to see a patient whose physician had 
been summoned but had not arrived. She was about to send 
word to him that he need not come, but I told her no, that I 
would care for her until he came and then retire. When his 
arrival was announced I retired from the sick room to one 
adjoining and sent word that I would like to speak with 
him. I heard the answer, and noted the tone in which it 
was given, that if I wanted to see him for anything to come 
where he was. I choked down the insult, walked, into the 
sick-room, offered my hand, which was accepted and shaken, 
then I explained the situation and took leave. We have 
continued friendly and courteous ever since." Of course 
this was just the right thing to do, but for a spirited man to 
"choke down the insult" must have necessitated some 
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strong deglutitive efforts. But how small the uncharitable 

man must have felt! 

* * 

* 

It is now thirty years since Paget so carefully investi- 
gated the history of one thousand medical pupils covering a 
fifteen-year period of observation. No such investigation 
was ever made before Paget's and there has been none 
since so thorough and extended. While the results have often 
been referred to, yet there is a lasting interest, in this 
matter of the destiny of medical students and medical men, 
and the thought is particularly a propos at this time in view 
of the greatly increased number of students enrolled at our 
great colleges, and the consequent query that one hears — 
"What is to become of all these young doctors?" Now then, 
we refer to Paget's findings and learn that of one thousand, 
at the end of fifteen years, 23 had achieved distinguished 
success; 66 had found considerable success; 507 had made 
fair success; 124 very limited success; 56 had utterly failed; 
96 had left the profession; 87 had died within a dozen years, 
21 from diseases incident to professional work; 41 died 
during their pupilage, almost one half of these from con- 
sumption. Above and beyond all else Paget maintained 
that strong personal character was the force which made 
for success, which made the distinction of classes or de- 
grees of success, and which would continue to be the in- 
fluence of all influences in moulding the medical man's life 

history. 

* * 

* 

The College of Physicians of Philadelphia announces 
that the next award of the Alvarenga Prize, being the in- 
come for one year of the bequest of the late Senor Alvar- 
enga, and amounting to about one hundred and eighty 
dollars, will be made on July 14, 1899, provided that an 
essay deemed by the Committee of Award to be worthy of 
the prize shall have been offered. 

Essays intended for competition may be upon any sub- 
ject in medicine, but cannot have been published, and must 
be received by the secretary of the college on or before 
May 1, 1899. 
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Each essay must be sent without signature, but must be 
plainly marked with a motto and be accompanied by a sealed 
envelope having on its outside the motto of the paper and 
within the name and address of the author. 

It is a condition of competition that the successful essay 
or a copy of it shall remain in possession of the college; 
other essays will be returned upon application within three 
months after the award. 

The Alvarenga Prize for 1898 has been awarded to Dr. 
S. A. Knopf, of New York City, for his essay entitled: 
4 'Modern Prophylaxis of Pulmonary Tuberculosis and its 
Treatment in Special Institutions and at Home." 

* 
In typhoid fever in children — which is becoming recog- 
nized as not so rare an affection after all — enlargement of 
the spleen is particularly manifest, being quite readily de- 
termined in from 80 to 90 per cent* of the cases. 

* * 

* 

The insane in the state of Wisconsin are cared for in a 
manner quite different from that adopted by most other 
commonwealths. Instead of two or three large asylums to 
provide for the 3000 insane charges, there is what is called 
the "county system," there being twenty -five asylums in as 
many counties, some being larger than others, but alto- 
gether providing comfortably for the total of 3000 patients. 
The advantages claimed for this system are principally that 
the expense is much less, that the patients are nearer to 
their friends and relatives, that it approaches the separation 
and isolation plan and that it admits of no small amount of 
out of door occupation which is so beneficial and which does 
not obtain in the large insane hospitals where one and two 

thousand patients are gathered under management. 

* * 

* 

It is reported that the Minnesota State Board of Health 
has a record of 51 lepers who have resided in that state. 
Of this number 17 died before 1890. Of the remaining 84 
cases it has been found that 29 came from Norway and 5 
from Sweden (all, of course, belonging to the emigrant 
class). Either the climate of Minnesota, or the change in 
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the habits of the emigrant, renders the virulence of the dis- 
ease much less active, so much so that its tendency is to 
pass away, except under very unhygienic circumstances. 
This iact, however, should not stand in the way of a pre- 
vention of importation of leprous subjects. 

* • 

* 

They have a religious guild among medical men in Lon- 
don whose membership is so considerable, and influence so 
strong, as to bring together, each year, something like 
twelve hundred physicians and surgeons, for a common re- 
ligious service, with a sermon. 

* * 

* 

It is maintained by Kocher that in intestinal obstruc- 
tion the dilatation and pressure above the point of obstruc- 
tion causes venous stasis;this continuing very soon changes 
the nutrition of the entire part. The protective influence 
of the epithelium is destroyed and absorption of bacteria 
and toxic products begins and rapidly goes on, a general 
intoxication supervening with pronounced influence upon 
the heart action and the general circulation. Every moment 
of time is now of great importance, and operative interfer- 
ence should obtain, even long before this result of general 
infection, where it is at all within the realm of posibility. 
Kocher's direct words are thus given: "If you have to deal 
with a patient with a strangulation of a part of the intes- 
tine by internal hernia, peritoneal band, or volvulus, certain- 
ly you have at once to free the compressed intestine and 
mesentery. But what is of the same importance in all other 
forms of intestinal obstruction, that is to say the great ma- 
jority of cases, is to get rid of the over-distension of the in- 
testine above the seat of the obstruction as quickly as pos- 
sible. You must empty the bowel at all costs above the 
occluded part " Of course there is no form of medicinal 
treatment that will overcome, with certainty, any of these 
definite pathological conditions. An intussusception may 
right itself, or be righted, by manipulative means; a volvu- 
lus may be corrected by non-surgical means; a peritoneal 
band may, under pressure, give way. But it is not safe to 
wait long for these bare possibilities, when a recognition of 
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the case is clear, and it is well known the importance at- 
tached to timeliness in the surgical success of the case. 

When we come to the operation for intestinal obstruc- 
tion Kocher is very strong in his advice to get rid at once 
of the accumulated toxic contents of the bowel above the 
point of constriction. He wants that bowel unloaded at 
once, and the surfaces thereof thoroughly washed with an 
antiseptic solution, so as to immediately put a stop to the 
entrance into the circulation of those bacterial products that 
have been doing so much mischief. This accomplished at- 
tention can be turned to the nature, extent and relief of the 
interference. But early surgical help must be in the mind 
of. every practitioner at the bedside of a case of intestinal 

obstruction. 

* * 
* 

The following word picture, drawn by Dr. G. S. Brown 
in an address before the Alabama State Medical Association 
(Phila. Med. Jour.) % we believe is not particularly overdone. 
The quotation is a trifle long but is well worth reproducing, 
and well worth the readei's time: "The laity are slow to 
grant that medical knowledge is ours exclusively. "When 
one of them is much sick himself, it is true he ceases to be 
disputatious on the subject, and wants the best doctor sent 
for, but when it is only his wife or child or friend, he clings 
to a pet theory that the doctor does not know it all. This, 
of course, is true, as well as that we frequently make mis- 
takes, and that our old-lady rival (that terror of the young 
practitioner) is frequently right when we are wrong. Still, 
the lesson we should preach is that we are more likely to be 
right than any one else. One thing that makes the laity 
give in to us with reluctance is that we tend to be autocratic, 
and are suspected of believing ourselves omniscient. All 
doctors who keep much away from their brother- practition- 
ers do become egotistical, and are satisfied with their own 
petty experiences. They do not read. They put their two 
or three ill-observed and non-recorded cases against the 
thousands of accurately observed and recorded cases in the 
books. They get so dictatorial, and boss their whole neigh- 
borhood in medical matters so long that after awhile they 
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cannot bear the sound of another doctor's voice. Galen got 

that way; he had a consultation with another doctor one 

day, and because he could not make the fellow see the thing 

as he did, he threw him out of an upper window and broke 

his neck. Haller, the great physiologist, delayed the study 

of biology more than a hundred years by crushing the zeal 

out of a young man named Wolff, who had the audacity to 

insist on some theories that Haller had already said would 

not work. Being a great man, he could, of course, not take 

anything back; and being an old man and a long- established 

boss, he would not learn anything new. So young Kasper 

Priedrich Wolff had to go, and knowledge was the sufferer. 

Of course, after knowing all there is in medicine, it is an 

easy slide to knowing all there is in theology, law, and the 

money question. Then it is that the humble retainers and 

neighbors of these isolated autocrats begin to suspect their 

doctor of fallibility in medicine, and to weigh their own 

opinions and remedies against his. Our duty is to teach 

that, no matter who the doctor, nor what his surrounding 

darkness is, his medical opinions are, in the long run, more 

trustworthy than those of any non-medical, irresponsible, 

lay- practitioner — that practitioner who reminds us of the 

old deacon who HuckPinn said "built a church and preached 

there every Sunday, and didn't charge nothing for it, and it 

was worth it." 

Of course, all of us who attend medical societies know 
their value in keeping down this egotism and dogmatism, 
which is a fault of so many doctors entrenched in their lit- 
tle communities, As medical science progresses and 
becomes more and more exact, the medical man becomes 
less pretentious and more efficient and honest. Every year, 
as the terms of medical education becomes more severe, and 
the study itself and its rewards become more satisfying, a 

better and better grade of men is inducted into the ranks." 

* * 

. * 

One of the leading surgeons of Dublin, in reviewing the 
progress of surgery, during the last fifty years in particular, 
has recently said, as if replying to a question as to what 
have been the instrumentalities in the evolution: 
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(a) The greater facilities afforded for procuring dead 
bodies for dissections in our medical schools. 

(b) The establishment of pathological and surgical mu- 
seums, together with physiological, biological, chemical and 
bacteriological laboratories. 

(c) The universal adoption of bedside or clinical teach- 
ing (first introduced in Ireland in this hospital in the year 
1822 by Dr. Robert Graves). 

« (d) The performance of the various surgical operations 
on the dead subject before performing same on the living. 
(e) The practical teaching of pathology to students. 
(/) The introduction and universal adoption of anaes- 
thetics in the practice of operative surgery. 

(g) The introduction of the conservative method of op- 
erating, or the principle of "least sacrifice of parts" in the 
removal of limbs. 

(h) The bloodless method of amputating and excising 
limbs, as carried out by Esmarch's elastic bandage. 

(i) The introduction and universal adoption of the anti- 
septic treatment of wounds, as introduced by Lister. 

(j) The great impetus given to the advancement of ab- 
dominal surgery by the invention and introduction of the 
spring clip forceps, invented by P6an, Koeberl6, Spencer 
Wells, Tait, and others. This little forceps — simple as it 
may appear — has gone a great way to advance and revolu- 
tionize operative surgery in every direction. 

(k) The improved teaching and systematic training of 
nurses, both for private and hospital work. 

(I) The introduction and various uses to which electricity 
has been applied in surgery, such as Roentgen x rays, the 
electric drill, electric light, and cautery. 

(m) The growth and spread of specialism in surgery — 
that is, such as ophthalmology, otology, laryngology, gynae- 
cology, obstetrics, rhinology, pediatrics, and dentistry. 

(n) The improved system of building hospitals, and the 
better system of the isolation of patients by pavilion wings 
and corridor wards. 

(o) The construction of new and improved operating 
theatres, replete with all aseptic instruments and appliances, 
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with sterilising room attached , and whose walls and floors 
are washable, permitting wholesale flushing of the entire 
theatre after each operation. 

And if I were asked what I consider has done most to 
advance operative surgery in the last fifty years, I would 
certainly and unhesitatingly say: 

1. The introduction and general use of anaesthetics. 

2. The introduction and universal adoption of the anti- 
septic treatment of wounds, as introduced by Lister." — Brit 

Med. Jour. 

* * 
* 

There are now three reported cases of successful gas- 
trectomy, first the Schlatter case about a year ago, then a 
case in San Francisco, operated by Dr. Brigham, and lately 
a case by Dr. M. H. Richardson, of Boston. Dr. Richard- 
son's case was operated in March, so it stands as a success- 
ful instance today; indeed in an operation of such magni- 
tude even much less time than six months would entitle it 
to be regarded as successful both as an achievement in sur- 
gery, as well as measured by the lengthened life and relief 
of suffering to the patient. 

We have learned a good deal, and in the next few years 
are bound to learn a good deal more, touching the operative 
relief (and cure) of cancer. Dr. Richardson remarks (Bos. 
Med. and Surg. Jour.): "It is doubtless true that cancer in 
the stomach, like cancer elsewhere, varies in malignancy, 
and that some operations that are apparently unfavorable 
are followed by a longer immunity than others that seem 
encouraging. In cancer of the uterus, for instance, I recall 
two cases in which the operation seemed hopeless, and was 
in fact so pronounced by others; yet in both a vaginal hys- 
terectomy has given perfect general and local health, now 
lasting three years. The fact is that cancer itself is little 
understood — the possibilities of cure even less. The last 
thing to be done is to leave the patient to certain death, and 
that should be done only when the disease is so situated that 
some of it must be left. In the surgery of cancer of the 
stomach — and for that matter in the surgery of cancer of all 
organs — no attempt should be made at permanent cure un- 
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less the tumor can be removed by a margin of sound tissue. 
In securing a suitably broad margin the dissection may and 
should invade any structures not essential to liie. If prac- 
tically the whole stomach can be successfully removed in 
those cases in which the tumor invades the greater part of 
it, what may we not expect after extensive dissections of 
recent and limited disease?" 

In cancer of the stomach, as in cancer in other parts of 
the body, a clear and careful discretion becomes imperative 
in determining the question of operative interference. On 
the one hand lies the physical suffering incident to the dis- 
ease, the more or less intense mental despondency, and 
finally certain death not far away. On the other hand, if 
subjected to a radical operation there are the dangers of a 
surgical procedure, the hope and better spirit afterwards, 
the prolongation of life with a fair chance of permanent re- 
covery. These matters must be weighed and duly con- 
sidered by the surgeon, the patient and the friends in- 
terested. 

* * 

In an address to a graduating class a learned English 
physician recently said:— "It is well for those of you who 
are about to enter upon » the practice of your profession to 
be reminded at the outset that the practice of *the medical 
profession is not altogether a life of luxury and ease. You 
will have a great many unpleasant experiences. You will 
find, for example, that you will not have one hour out of the 
twenty-four that you can positively call your own — in the 
sense, that is, of being free from the liability to interrup- 
tion by a professional call. You will sometimes feel, when 
you have an anxious case under your care, overwhelmed by 
a sense of awful responsibility. You will then realize what 
it is to have in your hands, resting on yonr decision, the 
issues of life and death. Nothing can make these things 
endurable but enthusiasm. You must love your profession 
with a devotion not nferely sufficient to counter-balance all 
its difficulties and drawbacks, but intense enough to make 
you blind to them. Given this devotion and the vocation of 
the doctor becomes, to my mind, the finest in the world." 
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Dr. A.I. BoufBeur, assistant professor of operative surgery 
in Rush Medical College, in a paper on Cerebral Contusion 
(Phil. Med. Jour.), comes to these deductions: 

"1. The term "cerebral concussion" as generally em- 
ployed, is indefinite and unsatisfactory, and inconsistent 
with modern ideas of pathology and precision. 

2. The term "cerebral concussion" should be limited to 
those phenomena resulting from disturbance of the function 
of the brain by trauma, without the production of gross 
mechanical lesions of the brain. 

3. The slightest manifestation of concussion is due to 
disturbance of the fluid equilibrium of the brain and is always 
of momentary duration and effect. 

4. More severe concussion produces spasm of the vaso- 
motor system and results in the production of signs and 
symptoms that are identical with and undistinguishable 
from those of shock, and which persist until the circulatory 
equilibrium is restored and not thereafter. 

5. The gross mechanical lesions of the brain produced 
by trauma, with or without fracture of the skull, are iden- 
tical with those of contusion elsewhere. 

6. The clinical history corresponds with what we should 
naturally expect from a contusion of tissues of such delicate 
structure and of such specialized function with such anatomic 
relations. 

7. The treatment of contusion of the brain is the same 
as that of contusion elsewhere, with the special demand for 
the early treatment of complications. 

8. The term "cerebral compression" indicates a me- 
chanical disturbance of the circulation of the brain by any 

lesion that materially increases intracranial tension." 

* * 

* 

"The physician as I view him holds a position unassail- 
able. He has no rival. The specialists are not rivals; they 
are one and all his aids and allies; and in a sense sufficiently 
real, his subordinates. They are to him as the makers of 
main-springs or dials are to the watchmaker. He knows their 
work and can judge of its value; they do not and cannot 
know, though they may appreciate his. Who are the spec- 
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ialists? They are not dermatologists, neurologists aqd the 
like who avow a preference for treating one region of the 
body rather than the man in the body,— or else one class of 
disease rather than disease. These are physicians with 
special lines of eminence. I would call them especialists 
rather than opprobiously name . them pseudo-specialists. 
Compared with the ideal physician, they are like the man 
with expansive chest or huge biceps as compared with the 
Apollo Belvedere. Their advantages in so far as they are 
especial, deprive them of the pose which belongs to perfect 
symmetery. The specialists are sociologists, vital statisti- 
cians, climatologists, sanitary engineers, who deal at a dis- 
tance with man in masses and groups, or with the grand en- 
vironments of man. The physician is in direct relation with 
individual men. Or they are oculists, aurists,laryngologists, 
etc.,— surgeons one and all, who have limited their studies 
and directed their skill to one delicate or intricate organ or 
part of the body. Then there are the laboratory specialists, 
studying microbes, molecules and atoms who are, by the mi- 
nuteness of their scrutiny, as far removed from contact and 
insight with respect to the in vivi dual as are the specialists of 
the other extreme, who deal with masses. All these are 
allies, never rivals, of the physician. They could never 
trench upon his province if he were what he should be — the 
starter, the supervisor, the deus ex machina for the individ- 
ual man." — Green: TJie Physician and His Surroundings. 
(Bos. Med. &Surg. Jour.) 
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THE PRINCIPLES AND PRACTICE OF MEDICINE, Designed 
for the use of Practitioners and Students of Medicine. By William 
Oslfr.M. D., Fellow of the Royal Society; Fellow of the Royal 
College of Physicians, London; Professor of Medicine in the Johns 
Hopkins University and Physician-in-Chief to the Johns Hopkins 
Hospital, Baltimore. Etc. Third Edition, Entirely Revised and 
Enlarged. New York : D. Appleton & Co.. 1898. 

This classical work' which has achieved such distinct 
popularity in this country and such enviable recognition 
abroad comes to a third edition within six years. This fact 
alone means a good deal, without specific mention. It no 
doubt means, essentially, that the author is, first, gifted 
with the power of knowledge, and, second, gifted with the 
talent of lucid and attractive expression. 

Dr. Osier begins with Specific Infectious Diseases, the 
list of which seems to grow longer with each passing year. 
Indeed, a comparison of the present work with Tyson's, is- 
sued in 1896, shows the addition to this list of Pneumonia, 
Rheumatic Fever, Beri Beri and Gonorrhceal Infection, be- 
sides two additions to the list of Infectious Diseases of 
Doubtful Nature. 

This very fact can well be pointed to as a fair measure 
of the progress of the science of medicine and shows well the 
evolution that is taking place in nosology. 

Speaking of the modes of conveyance of typhoid the 
author mentions first, contagion, evidently meaning thereby 
coming into touch — coming into the atmosphere, so to speak — 
with one suffering from the disease. In this connection he 
says: • 'During six years one nurse, one orderly and one 
patient contracted the disease in my wards." So uncommon 
is this mode of origin (Dr. Osier pointing out but three cases 
in six years), and so uncertain is it that the disease was 
really contracted in such a way, that one would look for it 
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to be placed last instead of first, in the order of modes of 
conveyance. If the author's order is not designed to be one 
of relative importance then, of course, the criticism does not 
apply; but when we find under (b), infection of water, under 
(c), infection of food, and under (d), contamination of the 
soil, we are rather forced to regard the arrangement to be 
one of relative importance. Surely the history of most epi- 
demics, where it .has been closely observed, will show that 
an infected food or water supply is responsible for the 
spread of the disease. 

We fear that Dr. Osier will have to modify his statement 
that "There is no such hybrid malady as typhomalarial 
fever," after the medical history of the Spanish- American 
war has been written. Too many cases of typhoid with 
malarial complications (shown by the blood examinations) 
have been found to ignore the possibility of a decidedly 
mixed infection. The author recognizes this mixed infec- 
tion, but says it is rare, mentioning that "Of 685 cases of 
typhoid fever, almost all with blood examinations, and a 
majority of them coming from malarial regions, in not a sin- 
gle instance were the malarial parasites found in the blood 
during the fever." He further remarks, "There is now no 
excuse whatever for the continued use by practitioners of 
the term typho-malarial fever, and still less for the falsifica- 
tion of vital statistics by death certificates signed with this 
diagnosis. The principle is bad and the practice is worse, 
since it gives a false sense of security, and may prevent 
proper measures of prophylaxis." 

Very true, indeed, and in general we fully agree with 
this position, yet at the time this was written, Cuban fever — 
Santiago fever, if you please — all mixed up with typhoid 
fever, had not been thrust upon us. In other words we had 
had no intense malarial intoxication coincident with typhoid 
infection occurring in vast numbers, and with blood exami- 
nations. Hence, as before * intimated, the author may be 
forced to modify his statements in a subsequent edition. 

Right in this connection it may not be amiss to refer .to 
a report on Tropical and Camp Disease, by E. M. Bucking- 
ham, M. D., Visiting Physician to the Boston City Hospital 
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(Bos, Med. & Surg. Jour., Nov. 3). The report deals with 
cases transported from Santiago to Boston. The writer 
says. 

"Of over four hundred cases admitted to the hospital, 
about one third have passed through my hands. Probably 
all have malaria. In most cases this is sufficiently clear 
from the clinical history. In a large proportion it has been 
demonstrated by the microscope. The remaining cases are 
so few, that as all have been alike exposed, it is fair to as- 
sume that more extended observation would have shown 
these, too, to be infected. # ♦ # # * There were some 
cases of typhoid. It will be seen that many cases presented 
a combination of symptoms that called for care in excluding 
this diagnosis. High temperature with remissions, large 
spleen aud diarrhoea make a suggestive symptom-complex* 
and I should not dare to say that errors of diagnosis may not 
have been made. In one case the expression and mental 
condition were also typhoid al for a few days, while the mi- 
croscope and the after history make it probable that we 
were dealing with malaria and not with typhoid. Generally, 
the bright intelligence, with a temperature and at a period 
of the disease when a typhoid should be stupid, a moist and 
clean tongue, continued absence of rose spots, and often the 
character of the dejections, should create doubt as to the 
presence of typhoid. As the case progresses, the continued 
absence of the Widal reaction becomes of value, and the 
temperature curve is subject to variations that are not ex- 
pected in typhoid. With reference to the Widal reaction 
there is something to be said. Reports have been constant- 
ly coming to me of 'moderate clumping' in cases in which 
typhoid certainly did not exist at the time. These reports 
need to be explained. They are not due to typhoid at some 
distant time in the past. Last year when all my patients 
were examined for this reaction, it was found to be positive 
only in typhoid, and in a few jaundiced patients; one of 
whom died of cirrhosis and was examined post mortem. 
The number of these cases among the Santiago men shows 
that there is some connection between 'moderate clumping' 
and the Santiago expedition. It is conceivably due to one 
of at least three possible causes, either to malaria, to quinine 
or to mild, unrecognized typhoid occurring in Cuba and re- 
covering before the patients reached* this hospital. My 
present knowledge will not permit me to express an opinion 
but the subject is an interesting one for investigation." 

The possibility of prophylaxis cannot be disregarded 
when we are told, '-The physician should ever keep in mind 
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the fact that each individual case of typhoid fever is a focus 
for the spread of the disease. To carry out effective measures 
of prophylaxis is quite as much a part of his duty as the care 
of the patient." 

Dr. Osier is a strong advocate of hydrotherapy in ty- 
phoid and believes that; except for particular symptoms 
and complications, there is little necessity for the employ- 
ment of medicine. 

Getting pneumonia away from diseases of the lungs in- 
to specific infectious diseases may mean more than a mere 
classical transposition. It means a more concise and scien- 
tific study and may eventually bring about more specific 
treatment. Its importance as a disease is shown in the 
statement: "Pneumonia is the most widespread and most 
fatal of all acute diseases," — and by a quotation from the 
United States census report of 1890 that, — "More deaths 
are attributable to it than to any single form of disease ex- 
cept consumption." 

As to the treatment of pneumonia, Dr. Osier holds that: 
"It is a self limited disease, which can neither be aborted 
nor cut short by any known means at our command. # # 

* # # There is no specific treatment for pneumonia. 
The young practitioner may bear in mind that patients are 
more often damaged than helped by the promiscuous drug- 
ging, which is still only too prevalent." We cannot follow 
the author through the treatment of this disease in detail, 
suffice it to say that under special treatment he considers 
(a) Bleeding, (b) Drugs, (c) Antipneumonic serum: and under 
symptomatic treatment comes (a) To relieve the pain, (b) 
To combat the toxaemia, and (c) To prevent the onset of 
cardiac weakness. 

We beg to quote, as almost the summary, and as a hope, 
of the author, what he said under (b) To combat the toxae- 
mia. "Herein lies our chief weakness in dealing with pneu- 
monia. We have as yet no specific, either drug or the 
product of the bacteriological laboratory, which safely and 
surely neutralizes the poison of the disease. We may 
reasonably hope that such a remedy ere long will be forth- 
coming, but meantime we must be content with measures 
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which aim at keeping up the strength of the patient in his 
fight against the progressive toxaemia." 

The teaching about diphtheria is strictly up-to date, 
and, of course, no question as to the value of antitoxin ap- 
pears. The writer maintains that a concentrated serum 
should be used, and cautions against unreliable products. 
Certainly if there is ever a time when the physician needs 
to place reliance upon the character and quality of the 
means at hand to be used, it is when he faces a case of diph- 
theria. 

While the bacteriological evidence of the specific char- 
acter of rheumatic fever is as yet wanting, still the author 
of this work believes the clinical manifestations are suffi- 
ciently conclusive to warrant placing the disease in the list 
of specific infections. * 'In the character of the fever, the 
mode of involvement of the joints, the tendency to relapse, 
the sweats, the anaemia, the leucocytosis, and, above all, 
the great liability to endocarditis and involvement of the 
serous membranes, acute rheumatic fever resembles pyae- 
mia very closely, and may, indeed, be taken as the very 
type of an acute infection. v Anent the treatment of acute 
rheumatic fever the author is merciless in his destruction of 
old confidences. He utterly wrecks the salicylic acid (or 
salicyl compounds) antidotal idea. O shade of Hippocrates, 
what have we left!— may we cry. This man tell us we can 
do nothing (but nurse) in typhoid; we cannot abort pneumo- 
nia; and that the salicyl compounds have no value whatever 
in rheumatism (acute) except to relieve pain. Thus are our 
cherished theories dissipated — thus does stern-faced, un- 
sentimental science ruthlessly trample upon and sweep aside 
fond hopes,— and not fond hopes alone but things we had 
come to look upon as settled facts — distinct therapeutical 
achievements. With all due respect to Dr. Osier, yet we 
are certain a great many will differ with him right here. 
Osier says: "Medicines have little or no control over the 
duration or course of the disease, which, like all other self - 
limited affections, practically takes its own lime to disap- 
pear." 

In Tyson's Practice (1P96) we find this: "Whatever 
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may be the drawbacks to a successful treatment of acute 
rheumatism, and they are many, it is certain that most of 
those who had to treat this disease a quarter of a century 
ago now attack it with much more confidence than 
they did in that day. The drug which is responsible 
for this feeling is salicylic acid, and very few phy- 
sicians think of any other at the outset of a typical 
case. ♦ # ♦ # Under this treatment the pain fades 
away, the swelling diminishes, and the anxious expression 
of the patient is changed to one of comfort in from twenty- 
four to forty-eight hours. Those who object to the salicylate 
treatment, do so on the ground that the relief is not per- 
manent, and it must be admitted that relapses do occur. I 
am confident, however, that this is often due to the fact that 
the remedy is too soon discontinued. " 

Wood and Pitz (1897) say: There are two more or less 
specific treatments of acute rheumatism. The older of these 
is the treatment by alkaline potassium salts. » * * « 
The salicylic acid treatment is, however, much more effec- 
tive than the alkaline method. # » * » Marked allevia- 
tion of the symptoms usually follows salicylic acid tinnitus, 
but return of the symptoms, or, in other words, distinct re- 
lapses, are very common." 

Anders (1898) maintains: ' 'There has been of late a sur- 
prising unanimity among clinicians in commending the use 
of the salicylates in the treatment of this disease — more so 
than at any previous time since their introduction. They 
are employed in most of the larger hospitals both in Europe 
and America. # * m m The treatment with the salicyl- 
ates or salicylic acid mitigates the fever, relieves the pain, 
and shortens the stay in bed by a few days, but does not 
curtail convalescence." 

These quotations are all from text-books issued during 
the last two or three years, and whose authors are neigh- 
bors of Dr. Osier (Wood, Tyson, Anders, of Philadelphia,) 
and men of wide bedside experience. 

Osier gives us a most excellent description of tubercu- 
losis, devoting eighty pages to this topic, «ithe importance 
of which has wonderfully grown in the past few years. 
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"Tuberculosis is tbe most universal scourge of the human 
race." says our author; and his study of its various pro- 
cesses is deep, and the whole chapter is classical. It should 
be carefully read by every advanced practitioner, (and 
those who are not advanced that thereby they may become 
advanced.) 

Osier's style is uncommonly attractive; his experience 
has been extensive; and his thoughts always command a 
wide interest. Every student of medicine will be a better 
student for having come in contact with this man's writings 
and the profession as a whole certainly owes him a debt of 
gratitude for his service to its science,and his artistic eluci- 
dation of its truths. 



A TEXT-BOOK OF PRACTICAL THERAPEUTICS. With Espe- 
cial Reference to tbe application of Remedial Measures to Disease 
and their employment upon a Rational Basis. By Hobart Amory 
Habe, M. J)., Professor of Therapeutics and Materia Medica in the 
Jefferson Medical College of Philadelphia. With special chapters 
by DR8. G. E. DeSchweinitz, Edward Martin and Barton C. 
Hirst. New (seventh) Edition. In one octavo volume of 770 
pages Illustrated. Lea Brothers & Co. , Philadelphia and New 
York. 

It is a common statement that medicine is not an exact 
science and this seems to be taken as a reason for writers on 
therapeutics to disregard the classification of remedies. 
But the sciences which relate to medicine are no less exact 
than other natural sciences and a systematic arrangement 
seems to be necessary in order to teach any science success- 
fully. It may be said, indeed that therapeutics is not a 
science, but an art, and perhaps it would be better to separ- 
ate from the subject the sciences subservient to it, and place 
them under their proper heads. Thus materia medica be- 
longs properly to chemistry, while the action of remedies is 
a department of pathology, since their effects may be con- 
sidered as artificial diseases. Works on therapeutics should 
then teach practical application of remedies to the cure of 
disease. so as to fulfill the indications in any particular case. 
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Thus if elimination by the kidneys is required in any dis- 
ease, the student should find in his text- book on therapeu- 
tics the best means of accomplishing this object. This 
would necessitate a comparison of remedies and an estimate 
of their relative value which is a matter that has not suffi- 
ciently engaged the attention of writers on this subject. 

The book before us arranges both drugs and diseases in 
alphabetical order thus sacrificing the advantages of sys- 
tematic classification for the convenience of a ready refer- 
ence book. It would seem as if the genius of the author 
might better have been devoted to arranging his material in 
a systematic order, while the student or practitioner could 
have been accommodated by a full index. 

The first part consists of a general introduction and 
considers various topics, such as forms of medicine, dosage, 
indications, incompatibilities, etc. Under incompatibilities, 
the illustrations are open to criticism. Thus we are told 
that acids should not be added to tinctures and, as an il- 
lustration, the combined action of nitromuriatic acid and 
potassium iodide upon compound tincture of cinchona is 
cited. The intelligent student of chemistry will perceive 
that it is the iodine set free and not the acid that does the 
mischief. In numerous prescriptions in part IV. we find 
acids combined with tinctures in violation of this rule. 

In the next illustration we find potassium iodide given 
as incompatible with strychnine sulphate because it is an 
alkali; surely it is time that scientific treatises on materia 
medica should recognize that potassium iodide, like most 
salts of potassium, is neutral and not alkaline. 

. Part II. treats of drugs, dealing with them more partic- 
ularly from the stand point of their physiologic action and 
the therapeutic uses depending upon these actions. In this 
section there is little to criticise. 

Part III. is a succinct but practical account of remedies 
and methods of treatment which cannot be classed' under 
drugs. The execution of this part is worthy of high praise, 
and the student will be impressed with the value of these 
non-medicinal methods. 

Part IV. treats of diseases and shows the practical ten- 
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dency of the author's work. The motto of the book is kept 
in view • 'The physician should be constantly a watchman, 
and a therapeutist only when necessity arises." 

While the criticisms made above may suggest a caution 
in relying too much upon the chemical theories of the book, 
we believe the student and practitioner may rely upon the 
practical suggestions of the author in regard to the treat- 
ment of disease, and that they will find this book of great 
value in its chosen field. 

J. H. S. 



A TEXT-BOOK UPON THE PATHOGENIC BACTERIA FOR 
STUDENTS OF MEDICINE AND PHYSICIANS. By Joseph 
McFarland, M. D. 134 Illustrations. Second Edition, Revised 
and Enlarged. Philadelphia: W. B. Saunders. 

New additions have been made in this edition in that 
chapters have been added concerning pertussis, mumps, 
yellow fever, the bacillus aerogenes capsulatus, the pro- 
teus vulgaris, the thermal death point and its determi- 
nation, the relative value of antiseptics and germicides, 
hog cholera and swine-plague. 

Over one-third of the book is devoted to "General Con- 
siderations ;" among which the introduction, formingas it does 
a pithy summary of the development of the germ theory, con- 
stitues on« of the most interesting portions of the work. 
The chapter upon immunity and susceptibility includes the 
most recent observations and frequent foot notes refer the 
reader to the original articles which are quoted from. 

The brief consideration of the cultivation of anaerobes 
calls attention anew to the lamentable imperfections in 
in bacteriologic technic in dealing with these organisms. 

Due credit is given Sanarelli for his brilliant work on 
yellow fever but no notice is made of the second case of 
mycetoma in America reported by Hyde, Senn and Bishop 
{Journal of Cutaneous and Genito- Urinary Diseases XIV , 
1896) The chapter on hydrophobia is limited to a con- 
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sideration of the Pasteur treatment. The illustrations are 
well executed and the work as a whole is artistic. There is 
a noticeable absence of any attempt to emphasize certain 
parts of the paragraph by italics, subordination or other 
means. These, although of value to the student, interrupt 
the charm of continuous reading. The work is a valuable 
laboratory aid bat its chief function is to supplement works 
on Internal Medicine and Surgery. 

E. R. L. 



SAUNDKRS' MEDICAL HAND ATLASES— SYPHILIS AND THE 
VENEREAL DISEASES. Including a brief treatise^on their Pa- 
thology and Treatment. By Prof. Fbanz Mracek. Philadelphia: 
W. B. Saunders. 

The hand atlases which are being published by W. B. 
Saunders are, in the opinion of the writer, a most commen- 
dable form of medical books, inasmuch as they present the 
most valuable kind of clinical illustrations at a cost within 
practical limits. This is being achieved by furnishing plates 
five by seven inches, and thus making books of reasonable 
size instead of the enormous and unwieldly tomes that we 
have been led to expect in clinical atlases. Nothing, how- 
ever, has been sacrificed in order to save space, for by pict- 
uring only the lesions or areas involved in the particular 
disease ample space has been found for all of the details of 
accurate illustration. 

The volume under review contains seventy-one plates; 
of these approximately sixty are devoted to the various 
forms of syphilis, and the remaining twelve to the venereal 
diseases not syphilitic. The sixty illustrations of syphilis 
present in clinical sequence the cutaneous manifestations of 
that disease. The first twelve plates illustrate the various 
forms of the initial sclerosis. In addition to the illustrations 
of chancres in the usual locations, excellent illustrations are 
given of chancres of the lips, the tongue, the tonsils, and 
other less frequent sites. About twenty plates are devoted 
to illustrations of the cutaneous manifestations of secondary 
syphilis. All of the well known forms of efflorescence of 
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the secondary period of syphilis are excellently shown. The 
remaining thirty illustrations of syphilis are devoted to the 
gummatous syphilides. In general, the illustrations are de- 
serving of the highest commendation. They are accurate 
and life-like, well chosen to .show the classical manifesta- 
tions of the disease, and of sufficient variety to give an in- 
sight into the almost infinite variations of this most protean 
disease. The dozen plates devoted to venereal diseases not 
syphilitic include excellent illustrations of soft chancre, 
paraphymosis, condylomata, along with other less common 
lesions. The typography of the work is excellent. The 
illustrations are in the best style of the lithographer's art. 

The nomenclature of the author is the one feature which 
the reviewer would criticise. That is most confusing. Such 
terms as psoriasis palmaris, erythema figuratum, syphilitic 
pemphigus, abound. The nomenclature of dermatology is 
confusing enough, without rendering it inextricable to all 
but specialists in dermatology, bv applying the name of 
definite non- syphilitic diseases to manifestations of syphilis. 

There are, of course, many other atlasos of syphilis and 
the venereal diseases of equal excellence, as regards illus- 
tration, with the one under consideration, but the writer 
knows of none that in any way approaches this volume in 
wealth of illustrations, at less than two to five times its cost. 
If that man is a benefactor of the human race who makes 
two blades of grass grow where one has grown before, surely 
that publisher is entitled to some gratitude who enables t^e 
practitioner to buy his clinical atlases at one-fifth or one- 
half the price he has paid for them before. 

The text upon venereal diseases consisting of one hun- 
dred and fifteen pages, of which ninety are devoted to 
syphilis, is worthy of greater commendation even than the 
clinical illustrations. It is a model of concise scientific 
statement. The writer knows of no article upon syphilis 
which within ninety pages gives so clear and comprehensive, 
and withal so concise, a statement of the subject. In short, 
the work is heartily commended. 

W. A. P. 
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THE MEDICAL NEWS VISITING LIST FOR 1899. Weekly(dated, 
for 30 patients); monthly (undated, for 120 patients per month); 
Perpetual (undated, for 30 patients weekly per year); and Perpetual 
(undated, for 60 patients weekly per year). The first three styles 
contain 32 pages of data and 160 pages of blanks. The 60- patient 
Perpetual consists of 256 pages of blanks. Each style in one wallet- 
shaped book, with pocket, pencil and rubber. Philadelphia and 
New York; Lea Brothers & Co. 

This visiting-list is standard— standard in every way. 
It is compact, the essence of convenience, and is well made. 
Every active practitioner should have one. 



AMERICAN POCKET MEDICAL DICTIONARY. Edited by W.A. 
Newman Dorland, A. M., M. D., Philadelphia: W. B.Saunders, 
1898. 

This is the nicest thing in the way of a pocket diction- 
ary we have seen. It contains the pronunciation and defi- 
nition (brief, of course) of over 26,000 medical terms, with a 
large number of tables, a number being arranged in regular 
tabular form. 

This is just the little book for every medical student, 
and many a practitioner will find it handy to read on the 
run— so to speak. 
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VOL. IX. JANUARY, 1899. NO. 4. 

STRANGULATED FEMORAL HERNIA! THE DAN- 
GER OF DELAYED OPERATION. WITH A RE- 
PORT OF TWO CASES.— By A. H. Levings, 
M. D., of Milwaukee. Professor of the Princi- 
ples and Practice of Surgery and Clinical Sur- 
gery, in the Wisconsin College of Physicians and 
Surgeons; Surgeon to St. Joseph's Hospital; Con- 
suiting Surgeon to the Milwaukee Hospital for 
the Insane. 

Case I. Mrs. W., aged 29, German, had had a right fe- 
moral hernia for four years, during which time a truss had 
not been worn. For one week previous to the hernia becom- 
ing strangulated she suffered much from colicy pain, and 
on Sunday morning, May 16, 1898, while making a bed, she 
was suddenly seized with an intense pain in the right inguinal 
region, which caused her to sink down to the floor. She was 
put to beb and suffered all the day and night with pain and 
vomiting. On Monday morning there was an attempt made, 
under chloroform, to reduce the hernia, which failed. The pa- 
tient was sent to the Presbyterian Hospital and prepared for 
an operation. I saw her at 1 P. M., about thirty hours after 
the strangulation had occured, and proceeded at once to oper- 
ate. Upon opening the hernial sac a quantity of dark, bloody 
fluid escaped , disclosing a loop of intestine almost black in 
color. The sac and knuckle of intestine were now thoroughly 
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asepticized by irrigation with a carbolized solution, the stric* 
ture divided and healthy intestine drawn into the sac. Towels 
wrung out of hot carbolized water were then applied to the 
injured intestine, but its color becoming darker rather than 
lighter, six inches of the intestine, including the gangrenous 
portion, was resected, and an end-to-end anastomosis made 
with Cushing's suture. The intestine was then returned into 
the abdomen, the hernial sac dissected out and removed, and 
a strip of iodoform gauze carried through the wound into the 
abdomen and tucked about the sutured gut. The gauze was 
removed at the end of forty-eight hours. The patient's bow- 
els moved on the second day and she made an uninterrupted 
recovery. 

Case II. Mrs. J., aged 51, American, had suffered from 
a right femoral hernia for twelve years, during the last two 
years of which the hernia had been irreducible. On June 15, 
1898, the patient was taken ill with symptoms of strangula- 
tion; severe pain in hernial region, tension of sac, frequent 
vomiting, and absolute constipation. On the 16th vomiting 
was decidedly fsecal in character. During the 15th and 16th 
several physicians saw the patient and attempts at reduction 
were made but failed. On the 17th the pain, tension of sac and 
vomiting were much improved. On the 18th, three days af- 
ter the strangulation, I saw the patient and advised immediate 
operation, which was accepted. I made a probable diagnosis 
of gangrenous intestine occurring at the time of cessation 
of acute symptoms. Upon incising the sac a quantity of 
bloody fluid escaped disclosing a knuckle of intestine, black 
in color, and an adherent portion of omentum. The sac and 
contents were thoroughly cleansed, much of the peritoneal 
coat of the intestine floating away upon the water from the 
irrigation. The adherent omentum was tied off, the stric - 
ture divided, the omentum returned, and nine inches of gan- 
grenous intestine resected. An end-to-end anastomosis was 
made with the Cushing suture. . Upon drawing up the ends 
into the wound for the purpose of making an anastomosis, one 
end, seemingly very near the caecum, became black from the 
traction interrupting the venous circulation. With there 
turn of the sutured bowel into the abdomen a strip of iodo- 
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form gauze was carried in and tucked about the suture line. 
Upon the third day after the operation, and after the ad- 
ministration of a dose of salts, severe vomiting was induced, 
following which there was some leakage from intestine, which, 
however, soon ceased, and the patient made a good re- 
covery. 

These two cases illustrate the danger of delayed oper- 
ation in strangulated hernia. If one stops but for a moment 
to consider the anatomy of the femoral ring and femoral canal, 
he will not be surprised at the fact that strangulated femoral 
hernia is so often followed by gangrene. 

Anatomy: The femoral canal is about one-half inch 
long and extends from Gimbernat's ligament above to the up- 
per part of the saphenous opening below. The following 
non-disteasible structures makeup the anterior wall: Pou- 
part's ligament, falciform process of fascia lata,andthe trans- 
versalis fascia. The posterior wall is absolutely non-dis- 
tensible being formed by the iliac fascia, covering the pubic 
portion of the fascia lata, and supported by the pectineus 
muscle and pubes. The outer wall is formed by the fibrous 
septum, separating the canal from femoral vein. The inner 
wall is formed by the junction of the transversalis and iliac 
fascia, supported at the upper portion by the sharp resisting 
concave edge of Gimbernat's ligament. If a loop of intestine 
is driven with force through the femoral ring and canal it is 
extremely liable to become at once strangulated. It becomes 
pinched at the ring as this is the smallest and least dilatable 
part through which the gut has passed. The pinching in- 
terferes primarily with the venous return circulation, the gut 
beyond in the sac becomes gorged with blood, consequently 
thickened and oedematous, rendering a return of the gut 
difficult, or even impossible. With the slowing and partial 
arrest of the circulation in the incarcerated intestine, a 
serous exudate takes place into the hernial sac. The process 
may go no further than this, but, as a rule, unless the gut 
is quickly returned, the interference with the circulation be- 
ing progressive there will be in a short time absolute stasis 
of the venous and, following this, an arrest of the arterial 
circulation, Chen necrosis and gangrene of the intestinal 
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loop infection first of the intestinal wall, then of sac contents 
and finally of sac itself follows. 

The treatment of a strangulated femoral hernia is by 
manipulation, or taxis, and by operation. Perhaps it would 
be better if taxis was discarded entirely in the treatment of 
this class of cases. Its use is in many instances absolutely 
contraindicated, and in others productive only of harm. It 
is contraindicated in cases of strangulated femoral hernia 
which have previously been irreducible, or which are in- 
flamed, or where there is reason to believe that the integrity 
of the bowel has been interfered with, or where there has 
been severe vomiting for twenty-four hours, or faecal vomit- 
ing. In all other recent cases intelligent but gentle taxis is 
held permissible. In all acute cases of strangulation the 
pain is intense, and this must be gotten under comtrol either 
with morphine or chloroform before taxis is attempted. 
With relief of pain there is more or less relaxation of the parts 
favoring reduction. It has happened to me recently on two 
occasions where I had failed to reduce strangulated hernia 
under chloroform, to have it spontaneously reduce under 
morphine while the patient slept, and while preparations 
were being made for operation. The method of performing 
taxis seems to be a matter concerning which there is a dis- 
pute. The directions given in the text-books, that in per- 
forming taxis for the reduction of strangulated femoral her- 
nia pressure is to be made first downward and then upward 
and backward, can only mislead the student, aud is, in fact, 
absolutely incorrect. If one had a leaden ball placed above 
the saphenous opening which was to be pushed into and 
through the femoral canal, the directions would be correct; 
but we have a strictured intestine, gorged with blood and tense 
with gas. The sac is tense and contains after the first few 
hours something of fluid. In femoral hernia after drawing 
the sac down to place it in line with the saphenous opening, 
the indications are either to force some of the gorged blood 
out of the strangulated gut back into the abdomen, or, and 
of still greater moment, to relieve the tension by forcing some 
of the gas in the strangu lated gut back into the abdomen. 
This can be done, not by pushing downward and then up- 
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ward and backward, but by fixing the neck of the sac with 
the thumb and finger and then with the free hand making 
firm, equable, continuous compression of the sac. With the 
reduction of a small amount of gas the strangulated gut rush- 
es back into the abdomen almost quicker than the finger can 
follow it and with a distinct gurgle. Taxis may be perform- 
ed once for from ten to fifteen minutes and with some degree 
of force, if done intelligently, and during the first hours of 
strangulation; failing in reduction, immediate preparation 
for operation should be made. Repeated and violent attempts 
at reduction by taxis are productive of great harm, and are 
absolutely unjustifiable, because they accomplish nothing, as 
a rule, but destruction of, or great injury to, the gut. When 
the patient is anaesthetized for operation a second attempt 
at reduction by taxis may be made, and again failing, im- 
mediate operation should be done. The operation of her- 
niotomy in non-strangulated cases has a mortality of perhaps 
two per cent., while the mortality in strangulated cases is 
more than ten times that. Why the difference? In the one 
the patient is in his usual health, in the other he is exhaust 
ed by pain, frequent vomiting, constant nausea, and inability 
to take food. Auto-intoxication is also constantly going on 
during this stage of strangulation, which is largely the cause 
of such symptoms as fatigue, depression, headache, coldness 
• of the extremities, prostration and collapse. 

Operation should be done in all acute cases during the 
first twenty-four hours. Delay in operating only subjects 
the patient to the continuation of these harmful influences, 
and is as reprehensible as violent and repeated efforts at 
taxis. How many a patient has succumbed to a combina- 
tion of these two evils! Unquestionably the delay in oper- 
ating, leaving the gut tightly held in the grasp of the liga- 
mentous ring, is more prejudicial to its integrity than re- 
peated efforts at taxis, but combined they are most harmful. 

Operation: If the gut is viable the stricture is divided, 
the gut reduced and the radical operation performed. 

While a few years since it was the rule to make an arti- 
ficial anus in cases of gangrenous intestine, it is now the 
practice to resect and make an end-to-end anastomosis, if 



Digitized by 



Google 



208 



LEVINGS: STRANGULATED FEMORAL HERNIA. 



the condition of the patient will permit. In dealing with a 
gangrenous portion of intestine it should be kept distinctly 
in mind that the sac and its contents are extremely septic, 
and that they must be thoroughly asepticized before the 
stricture is divided. 




The Cushing suture (Fig. I.) which was used in the 
above cases is a right-angled continuous suture. It is not 
figured in the text-bookg, and I believe is not generally 
known or understood. Its simplicity and adaptability to 
intestinal work warrants its more general use. It has the 
further advantage of being quickly applied, of restoring the 
bowel as nearly as possible to its normal condition, of pro- 
ducing a seam that is water-tight, and of strongly and evenly 
coapting the peritoneal surfaces. An end-to-end anastomo- 
sis can be much more quickly done with the Cushing suture 
than with the Czerny-Lembert method, and even if one 
were desirous of using the justly celebrated Murphy button, 
it may not be at hand. In a circular enterorrhaphy with 
the Cushing suture the ends of the divided bowel are 
approximated and the two supporting threads introduced, 
one at the mesenteric border, and the other directly oppo- 
site. (Fig. 2, A). These threads are given to an assistant 
who holds them sufficiently taut to steady and support the 
bowel. A flat, well-polished needle without cutting edge, 
and carrying No* 10 white silk twist, is introduced directly 
opposite the mesentery, parallel to, and one-eighth] of an 
inch from the cut surface, and made to pick up the serosa 
and muscularis to the extent of one-sixth of an inch. It is 
then carried squarely across the wound where it picks up 
the same extent of tissue. This is continued forward and 
back until the mesenteric attachment is reached when the 
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FIG- 2 
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needle is brought out on the same side of the wound at 
which it entered. Seizing each end of the suture it is drawn 
tightly. This approximates the serous surfaces and buries 
the suture. (Pig. 2, B). The bowel is now turned over, 
when with a second needle and thread the same process is 
repeated, but upon the opposite side of the bowel from the 
first. The second needle must, however, enter and be 
brought out from the opposing, or opposite approximating, 
end of the bowel from the first. This suture is now drawn 
tight, producing the same rolling in of the tissues, approxi- 
mation of serous surfaces, and burying of suture. It is well 
while drawing the sutures tight to have an assistant apply 
pressure with a grooved director or the handle of a scalpel 
upon the suture lines, thus assisting in rolling them in and 
approximating the serous surfaces. The ends of the two sut- 
ures at the mesenteric border are now tied with the usual 
knot and cut short, and the same is done with the two ends 
at the opposite border of the bowel. These sutures should 
not be drawn upon to any extent in the knotting or it will 
produce a pleating of the bowel. The supporting threads 
are removed last. 

This suture, on account of its very many advantages, is 
deserving of extended recognition in intestinal work. 
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CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Patton, M. D., Professor of Internal Medicine, 
Chicago Policlinic. 

PULMONARY TUBERCULOSIS. 

Pulmonary tuberculosis (consumption, phthisis) is an in- 
fectious disease of the lungs caused by the bacillus tu- 
berculosis. It is the most widespread and prevalent disease 
affecting the human family. Existing from the earliest times 
and recognized by Hippocrates it has continued its ravages 
through centuries and still maintains its position as the 
most fatal malady of mankind. 

One-seventh of all deaths from disease are said to be due 
to some form of tuberculosis. The U. S. Census Report for 
1890 gives 102, 188 deaths from consumption. Vaughn esti- 
mates, from the Census Report, that one person out of every 
sixty of the population is affected with tuberculosis. 

Statistical evidence is in favor of the decrease of tuber- 
culosis, and some local statistics show marked diminution of 
the disease. According to Russell there was a decrease of 
44 per cent, in the death-rate from tuberculosis in the city of 
Glasgow from 1860 to 1894. In Massachusetts there is re- 
ported a decline of 20.2 per cent, per 10,000 in the death-rate 
from pulmonary tuberculosis between 1853 and 1895. Biggs, 
commenting on the prevention of tuberculosis by the New 
York Department of Health, says, "The death-rate in New 
York from tuberculosis shows an almost, regular and rather 
rapid decrease from year to year". Pollock says, "We have 
witnessed the immense decrease of deaths from phthisis and 
a decided lengthening of its duration. Fewer die of it, and 
are slow to die when affected.". 

The modern conception of the nature of tuberculosis, the 
result of the discoveries of Koch, is a striking endorsement 
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of the doctrines of Laennec who maintained the unity of 
tuberculous processes; also of Villemin who in 1865 demon- 
strated the infective nature of tuberculosis by inoculation 
experiments. 

^Etiology. — We will not consider here the morpho- 
logical characteristics of the tubercle bacillus nor the con- 
ditions governing its culture and existence. In the vast ma- 
jority of instances its presence in the lungs is the result of 
post natal infection. This infection occurs through the air 
passages or through the blood vessels, and, in rare instances, 
by extension from the bronchial lymphatics. Infection may 
occur in several ways. 

Hereditary transmission. The possibility of inherited tu- 
berculosis has long been a matter of dispute between those 
who believe in its direct inheritance (Cohnheim,Baumgarten) 
and those who believe only in the inheritance of constitu- 
tional predisposing factors. Sims Woodhead says, "From 
the public health point of view the tubercle bacillus must be 
looked upon as the /onset or igo mali, and all statistics that 
have recently been collected go to prove that the tubercle 
bacillus does its work, as a rule, in the post natal period. Al- 
though there may be a few cases of congenital tuberculosis, 
all statistics point to the fact that tuberculosis is contracted 
after birth". According to Ransome heredity nlay act 
through direct, active infection before birth; through hered- 
itary transmission of latent germs; and through the trans- 
mission of a susceptible constitution, but heredity has much 
less to do with consumption than is popularly supposed. 
Direct transmission must occur through the sperm, the ov um 
or through the blood by the medium of the placenta. Al- 
though bacilli have been found in the semen (Jarii, Weigert) 
experimental results (Gartner) and clinical evidence are a- 
gainst this method of transmission. Osier considers the fact 
that the bacillus will not attack the nuclear material of which 
the spermatozoon is made as good negative evidence on this 
line. Baumgarten has detected bacilli in the ovary of the 
rabbit artificially fecundated with tuberculous semen. The 
possibility of infection by the ovum cannot be denied in view 
of the above experimental facts. 
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, The most frequent method of congenital transmission 
is through the blood current by way of the placenta. This 
was suggested by Cohnheim and developed by Baumgarten, 
who believes the bacillus is introduced through the placenta 
and umbilical vein ("placental infection"), or by the ovum it- 
self ( * 'germinative or congenital inf ection"). Buggs has found 
bacilli in the uterine wall at the site of the placental insertion, 
in the blood of the umbilical vein, and in the vessels of the 
infant's liver. Against Virchow's objection that the bacilli, 
in germinative infection, would interfere with the develop- 
ment of the ovum, Baumgarten brings his theory of the 
latency of tuberculosis. While the possibility of the latency 
of tuberculosis is borne out by the experiments of Mafucci 
with avian tuberculosis, the acceptance of Baumgarten's ap- 
plication of his theory in explanation of atavism in tuber- 
culosis is hardly to be expected. 

Both clinical evidence — as shown by the presence of tuber- 
culosisin27.8 per cent, in 2, 576 autopsies on children who died 
who died during the first year of life (Botz), and by the fre- 
quent occurrence of localized tuberculosis in children and 
experimental results are in favor of the occurrence of con- 
genital tuberculosis. On the other hand, inoculations made 
from the tissues of foetuses from tuberculous mothers are 
usually negative, and the percentage of cases of congenital 
tuberculosis is very small. Ogle's statistics show that be- 
tween the second and tenth years of life there is a great de- 
cline in the mortality from tuberculosis, and that between 
the tenth and twentieth years of life the liability of females 
to tuberculosis is fifty per cent, greater than males. These 
facts do not conform with Baumgarten's theory of latent 
tuberculosis. These matters refer particularly to the gen- 
eral infection of tuberculosis and we will not pursue them 
further. 

The manifestations of parental heredity have been va- 
riously estimated at from ten to sixty-six per cent. The fre- 
quency of its manifestation is the principal source of the gen- 
eral belief in the heredity of tuberculosis. The belief that 
fathers transmit the disease most often to sons, and, per contra, 
mothers to daughters, is not borne out by statistics. It is 
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generally stated that females are the subjects of hereditary 
tuberculosis more often than males, and that heredity is most 
often from the maternal side. 

Infection by inhalation. The inhalation of dust contain- 
ing bacilli is probably the most frequent method of infection. 
Fltigge thinks that infection is not produced by dried spu- 
tum or dust containing bacilli, but by finely divided particles 
of sputum floating in the atmosphere. 

The greater frequency of tuberculosis in towns and cities 
and in the most condensed "districts of these places indicate 
the greater facilities for infection which attend the massing 
of many individuals within^restricted limits. Bacilli have 
been found in the dust of street-cars and various public places. 
Nutall estimates that a patient with moderately advanced 
tuberculosis expectorates from one and a half to four billions of 
bacilli in twenty-four hours. If this be any where near the 
truth the effect of the free exercise of the great American 
prerogative of frequent and indiscriminate expectoration can 
be readily surmised. Cornet's inoculation experiments 
with dust from hospital wards, asylums, prisons etc., show 
a degree of infectiousness more or less proportionate to the 
constancy of occupancy by tuberculous cases, and of inverse 
relation to the degree of cleanliness etc. Medical wards were 
six times as infective as surgical wards. Again, bacilli were 
not found in dust from two wards occupied by tuberculous 
cases. Pollock, judging from the results in the Brompton 
Hospital for Consumptives, does not favor the idea that hos- 
pital infection is frequent.* 

The fact that the vast majority of cases of tuberculosis 
are of the respiratory system; the great prevalence of the 
disease in institutions 'where inmates are confined to close 
quarters and a limited amount of fresh air; and the direct re- 
lation between the incidence of the disease and the, degree 
of intimacy of association with tuberculous subjects or infect- 
ed dwellings or places, all emphasize the possibilities of in- 
fection by inhalation. 

•Hance found the dust from various public places infective. Joccond, Dumont- 
pallier think contagion in hospitals unlikely, Pean thinks it likely. Terrier, Debovc 
think hospital contagion extremely likely to occur, 
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Infection by inoculation. The experiments of Villemin, 
Cohnheim, and Salmonson have proved the possibility of 
this mode of infection. Inoculation may occur through the 
skin by washing soiled linen, scratches from a broken spit- 
toon, infected earrings, infected hypodermic syringe, in mak- 
ing post mortem examinations on tuberculous subjects, and 
in performing circumcision. Baumgarten says that inocu- 
lation of the superficial layers of the skin is impossible, sub- 
cutaneous inoculation being necessary to insure infection. 
Inoculation by the alimentary canal may 03cur through kiss- 
ing consumptives, by the use of infected tableware, and by 
contact with coughed up particles of sputum. Direct inocu- 
lation through the generative passages, while possible, must 
be extremely rare. Gerlach, Ballinger and others have shown 
the infective quality of milk from tuberculous cattle. [Hay 
found bacilli in 51 out of 351 separate samples of cows' milk, 
and in 4 out of 204 mixed samples.] Ernst has shown that 
milk may be infective even in the absence of tuberculous 
mammitis in the animal from which it is obtained. Accord- 
ing to Bang butter made from the milk of tuberculous cows 
may be infective. Osier thinks the frequency of mesenteric 
tuberculosis in children may be explained by the infective 
qualities of milk. 

Experiments show the possibility of infection in animals 
by the use of the flesh of tuberculous subjects. This mode of 
infection is extremely rare in human tuberculosis but presents 
possibilities which should be guarded against. The Royal 
Commission upon Tuberculosis states, "We must believe that 
any person who takes tuberculous matter into his body in 
curs some risk of acquiring tuberculous disease/' 

Inoculation, on the whole, plays an unimportant part 
in the mode of infection of human tuberculosis. 

Predisposing causes to infection. The geographical dis 
tribution of pulmonary tuberculosis shows that while prac- 
tically absent in certain arctic regions, deserts, and at great 
altitudes, yet in no habitable part of the earth does there 
exist complete immunity. 

Climate. The climatic conditions favoring infection are 
moisture and heat. The bad effect of wet sub-soil was shown 
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by Bowditch in 1862, who said "A residence on or near damp 
soil is one of the primal causes of consumption in Massachu. 
setts". Buchanan's investigations corroborate this view in 
regard to the effect of wetness of soil. While hot climates 
seem to favor an active course for tuberculosis, we may ac- 
cept Hirsch's statement that "The mean level of the temper- 
ature has no significance for the frequency or variety of 
phthisis in any locality''. Low altitudes, moisture, rapid 
and extensive changes in temperature, and cloudiness are 
the climatic features which favor pulmonary tuberculosis. 

Race. No race is exempt. Aboriginal people develop 
susceptibility when removed from their usual conditions of 
existence. Thus the Negro in Africa is not as susceptible 
as in America though this race exhibits unusual susceptibil- 
ty under all conditions. Susceptibility in the American 
Indian has increased since the conditions governing his 
early history have changed. Statistics show that a relative 
immunity exists among the Jews. 

Sex. Apart from difference at certain ages there is 
practically no variation between the sexes as to liability to 
infection, the mean annual mortality for a period of thirty 
years being 2814 for males, and 2428 for females (Kidd). 
Ogle's statistics show that for the first few years of life the 
mortality for the two sexes is alike; between five and thirty - 
five the female mortality greatly exceeds the male; after 
this period the male mortality exceeds the female. This 
applies to pulmonary tuberculosis and not to general tuber- 
culosis. The influence of pregnancy on infection has been 
much discussed. Pollock states that the periods of puberty, 
of gestation, of parturition and lactation are dangerous to 
individuals predisposed to tuberculosis. This is true with 
possibly the exception of pregnancy in certain individuals 
in whom the latter state stimulates nutrition to an extent 
which antagonizes all pulmonary diseases. 

Age. No age is exempt. Hippocrates states the recog- 
nized fact that pulmonary tuberculosis is most frequent from 
the eighteenth to the thirty-fifth year. [1881—1890, of 
397,559 total deaths, 118,598 were from consumption, at ages 
between 25 and 35 years. — Ransome.] Landousy has demon- 
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strated the tuberculous nature of several cases of broncho- 
pneumonia in children under two years of age. 

Occupation and environment. Occupations involving the 
breathing of impure, overheated, or dusty air predispose 
to, infection. Sedentary or indoor work, bad ventilation and 
drainage, the overcrowding of employees in close quarters 
etc., are factors of environment. Flick's investigations in 
Philadelphia, and Ransome's in Manchester, England, have 
demonstrated that infection clings to certain dwellings once 
they have become infected by tuberculous residents. 

Individual predisposition. The modern understanding of 
the infectious nature of tuberculosis has tended to modi- 
fy the ancient theory of predisposition — a theory dating 
from the time of Hippocrates and Galen and postulated on 
presence of a special predisposition to tuberculosis. It is 
argued by many that individual predisposition consists 
merely in an inherited general constitutional liability to all 
depressing influences, i. e., the predisposing factors of tu- 
berculosis. This argument does not materially affect the 
position of those who hold to the doctrine of predisposition. 
Statistics undoubtedly show family tendency to tuber- 
culosis, and, moreover, show that the mother's influence is 
greater than the father's as regards both sexes; and that 
the disease appears at an earlier age when there is family 
tendency, particularly in females. Could Baumgarten's 
theory of latent tuberculosis be established in all its phases 
the matter of predisposition , would assume a new position. 
General and local diseases. Measles, whooping-cough, 
influenza, variola, diabetes, insanity, syphilis, and, in some 
degree, all depressing diseases predispose to tuberculosis. 
Bronchitis, pneumonia (rarely), pleurisy, chronic heart dis- 
ease particularly stenosis of the pulmonic valves, are pre- 
disposing factors to tuberculosis of the lungs. 

The opinion that a large proportion of pleurisies are 
tuberculous is supported by post-mortem evidence and by 
the subsequent history of these cases. Rokitansky taught 
an antagonism between tuberculosis of the lungs and physi- 
cal changes in the heart resulting in obstruction to the 
pulmonary circulation. This has been denied by many, but 
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is supported by several observers of great clinical experi- 
ence. Louis believed in the antagonism between mitral 
disease and tuberculosis, and J. E. Graham states that mi- 
tral stenosis antagonizes tuberculosis of the lungs. Ott 
believes that left-sided disease of the heart is antagonistic 
to pulmonary tuberculosis. The fact that mitral disease is 
occasionally associated with tuberculosis of the lung does 
not invalidate these views. My own experience is decided- 
ly in accord with these observers as I have never seen tuber- 
culosis of the lung develop in a person the subject of disease 
of the left side of the heart which particularly affected the 
pulmonary circulation. 

The following case is of interest in this connection: 
Woman aged 24. Married. A few weeks after child- 
birth she developed an acute, lobular, tubercular pneumonia 
of the right lung. After three weeks of severe illness there 
were two weeks of improvement when another attack of 
pneumonia developed, followed by signs of a cavity in the 
right lung. Shortly afterward she developed an acute 
rheumatism with signs of an acute endocarditis with mitral 
localization. After the appearance of the mitral lesion 
(regurgitant) there was much improvement in the lung 
symptoms and the patient was soon up and about, and after 
several months adopted a change of climate. While re- 
covery was impossible in this case the advancement of the 
disease was undoubtedly checked by the occurrence of the 
mitral lesion. 

It is claimed that traumatism is a factor in producing 
tuberculosis. Surgeons, generally, recognize the effect of 
traumatism in disseminating local tuberculosis. Mendels- 
sohn has recorded cases where contusions of the chest have 
been followed by pulmonary tuberculosis. 

Morbid anatomy. — Histologically a tuberculous nodule 
is a non-vascular structure consisting of a central substance 
made up of one or more multinucleated giant cells, or of a 
granular substance surrounded by giant cells. These cells 
may be connected by a network of anastomotic processes; 
outside of the central structure there is usually found large 
epithelioid cells with large nuclei and granular protoplasm. 
These cells lie in the network formed by the processes 
from the giant cells; surrounding these structures is a more 
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or less indefinite zone of lymphoid cells contained in a homo- 
geneous, or fibrillated reticulum which is bast marked in 
slowly developed lesions. 

The changes which occur in a tuberculous nodule are 
caseation and fibrosis. Whether the change assumes one 
form or the other depends on the mode and extent of the 
infection, and on the resisting power of the individual. 
This defensive action of the body against the action of the 
bacilli is supposed to depend in part on phagocytosis (Met- 
schnikoff), and partly on an antitoxic action of the serum 
and blood plasma which is derived from the leucocytes 
either by a process of excretion or by their destruction. 

In caseation the cells in the center of the nodule become 
swollen, fused, and lose their structure (coagulation necro- 
sis. — Cohnheim) becoming opaque and homogeneous (gray 
tubercle) ; fatty degeneration occurs and the nodule becomes 
cheesy and of soft consistence and yellow color (yellow 
tubercle), particularly in large and diffused lesions. Ca- 
seous lesions may soften and form a cavity or they may be- 
come calcified by the deposit of lime salts and be expector- 
ated or encapsulated. 

Fibrosis occurs when coagulation necrosis is limited and 
the zone of lymphoid tissue is transformed into dense con- 
tracting tissue. This change postulates resisting power of 
the tissues and is Nature's method of limiting the lesion: It 
occurs in infections of limited severity and extent especially 
when occurring through the vessels. 

The type of the lesion in the lung will depend on the 
mode of infection. If this is through the vessels, coming 
from a caseous focus in some other organ or tissue (Buhl) or 
in the lung itself or as part of a general tuberculosis, there 
results a more or less extensive eruption of disseminated 
miliary nodules from embolic arrest in the alveolar walls. 
These nodules are most numerous at or near the apex of the 
lung. The lung tissue between the nodules may be normal, 
congested or ceiematous, or may present areas of consolida- 
tion. In some cases there is a tendency to necrosis and 
softening of the nodules if the case is not too rapidly fatal; 
in others there is a tendency to fibroid induration of the al- 
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veolar walls and surrounding tissues. Fusion of the .nod- 
ules, in the earlier stages before the softening of "yellow" 
tubercle appears may give the tissue a gray, gelatinous ap- 
pearance (Laennec's gray infiltration). 

If the infection occurs through the air passages lodg- 
ment is found in the terminal bronchioles or the alveoli, and 
there results peri-bronchitis and broncho-pneumonia. The 
structural changes are, chiefly: epithelial accumulation 
within the alveoli; fibrinous exudation and leucocytes in the 
alveoli; cellular infiltration and thickening of the alveolar 
walls and terminal bronchi; increase in the interlobular con- 
nective tissue. These changes are variously associated and 
the preponderance of one or the other will depend on the 
type and stage of the lesion. The alveolar accumulation of 
epithelial cells is similar to that of ordinary lobular pneu- 
monia and is a characteristic lesion of the majority of cases 
of acute tuberculosis of the lungs, and of the acute phases 
of the so-called fibro-caseous variety. 

Fibrinous exudation and leucocytes within the alveoli 
are found in some of the most acute forms of the disease — 
the lobar type of pneumonic tuberculosis. The consolida- 
tion resembles that of croupous pneumonia but there is more 
or less epithelial proliferation. These intra-alveolar changes 
give the tissue a reddish or grayish-yellow color. It is 
friable and soft with a more or less lobulated periphery, 
the breaking down of the tissue may form cavities of vari- 
ous sizes with the soft, irregular walls. 

Infiltration and thickening of the alveolar walls and 
bronchioles is a constant and characteristic lesion of all 
cases of pulmonary tuberculosis. It replaces and gradually 
obliterates both the alveoli and the pulmonary capillaries, 
which latter effect is probably largely responsible for the 
tendency to retrograde metamorphosis exhibited by fibro- 
caseous tuberculosis of which this lesion is particularly 
characteristic. 

Increase in the interlobular connective tissue is a fea- 
ture of the chronic forms of tuberculosis. There is a great- 
er tendency to fibroid development than in the inter-alveolar 
tissue, less tendency to degeneration, and blood supply is 
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generally maintained. Extensive induration of the lung 
may result from this process in chronic tuberculosis. Cavi- 
ties, when present, have dense, fibrous walls. 

More or less bronchial catarrh is associated with these 
changes. The bronchial wall is infiltrated with cells and 
ulceration may be present. The peri-bronchial tissue may 
show cell infiltration. Large cavities may be traversed by 
fibrous bands formed from bronchi, or arterial chords which 
are generally closed by thrombosis and obliterating changes 
before ulceration of the wall results in haemorrhage. Aneu- 
rism of the vessel may occur, however, before these 
changes take place, and be followed by fatal haemor- 
rhage. 

Bronchial stenosis, dilatation, ulceration; pulmonary 
emphysema, collapse, oedema, gangrene; pleural adhesions, 
thickening; miliary tuberculosis of the pleura or pericardium; 
pneumothorax, pyopneumothorax, and tubercular enlarge- 
ment of the bronchial glands in children (Loomis, Ballinger) 
are the principal associated chest lesions. Lasions of other 
organs are frequent. 

The lung lesions occur in endless variety and degrees, 
and we will not attempt to recount them. Miliary nodules 
are frequently found in the lung having been distributed by 
the circulation from a focus of inspiratory origin and pneu- 
monic nature. More frequently the secondary foci are due 
to transmission of infective material by aspiration aided by 
gravitation from one part of the lung to another. 

The characteristic apical invasion of tuberculosis which 
is common to all varieties of the disease is generally ex- 
plained on the ground of lessened functional activity. This 
localization is most commonly an inch or two below the im- 
mediate apex and nearer the posterior surface than the an- 
terior. A less common location is just below the outer third 
of the clavicle in the outer portion of the upper lobe. Fowler 
shows that tuberculous lesions of the lung progress, as a 
rule, by distinct routes and almost always from above down- 
ward. From the primary foci * in the apex, extension is 
downward in the anterior portion of the lobe just within the 
margin. The middle lobe of the right lung is usually affect- 
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ed secondarily to the upper right lobe, and late in the dis- 
ease. It frequently escapes altogether. 

The lower lobe of the lung previously affected becomes 
involved early, usually before necrosis of the upper lobe 
has occurred and before the opposite apex is aifected. The 
site of the lesion in the lower lobe is a spot midway between 
the border of the scapula and the spinous processes of the 
vertebrae and opposite the fifth dorsal spine. Fowler con- 
siders the involvement of this area early in the disease as 
characteristic of the chronic varieties of tuberculosis and of 
immense clinical importance. Extension from this area is 
backward and along the line of the interlobular septum. 
Extension toward the bas6 is usually by scattered areas. 
Basic lesions occurring in the absence of apical lesion are 
either non-tubercular, or the tubercle is secondary. Inva- 
sion of the opposite apex, to that primarily affected, may 
be early, but usually not till after the invasion of the lower 
lobe of the lung primarily affected. The lesion is symmetri- 
cal with that of the primary lesion, but occasionally may affect 
the upper lobe close to the septum and opposite the axillary 
region. Occasionally the lesion crosses from the upper lobe 
of one lung to the upper portion of the opposite lower lobe. 

Cavities result from necrosis and ulceration of a tuber- 
culous area, usually from the result of these processes upon 
the bronchi of the affected area which become dilated from 
retained secretion. The center of a caseous area may ulcer- 
ate and form a cavity without involving the bronchi. Three 
forms of cavities are found: The recent ulcerative cavity 
of acute cases, with soft necrotic walls without limiting 
membrane, — these cavities may rupture into the pleural 
cavity and cause pneumothorax: Cavities with well defined 
walls of limiting membrane which secretes pus and which 
gradually undergoes slow necrosis with increasing size of • 
the cavity, — these cavities may be crossed by trabecule of 
arterial and bronchial cords, and are found in the chronic 
varieties of tuberculosis: Stationary cavities, quite small, 
with smooth lining membrane surrounded by dense, fibrous 
tissuet — they may communicate with the bronchi (cicatrices 
stuleuses. — Laennec). 
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Clinical history. — No one infection of the human or- 
ganism exhibits such a varied clinical history and course as 
tuberculosis, and espcially so in regard to its pulmonary 
manifestations of which many classifications embodying 
much variety of nomenclature have been made. It is un- 
necessary to discuss these classifications. 

Basing our distinction partly on the mode of infection 
and partly on the gross character of the pathological 
changes, we recognize four more or less distinct types of 
pulmonary tuberculosis, i. e., miliary tuberculosis, fibroid 
tuberculosis, acute pneumonic tuberculosis, and chronic 
pneumonic tuberculosis. The frpquent combination of 
these types of the disease gives pathological and clinical 
justification for the various classifications which have been 
alluded to, but for the sake of brevity and clearness the 
above division has advantages. 

Miliary tuberculosis of the lungs occurs as a feature of 
general tuberculosis, or an eruption of miliary tubercles 
may occur as a current or terminal event in other forms of 
pulmonary tuberculosis. A caseous focus may discharge 
into a branch of the pulmonary vein (Weigert). In some 
cases, as in those which follow measles, whooping-cough, 
typhoid fever, etc., no source of infection can be discovered. 

Miliary tuberculosis is more common in children than 
in adults, and is rare after fifty, though it may occur at any 
age. The lungs are large, hypersemic and full of discrete 
tubercles of recent formation about the size of a pin's head 
and gray in color or S3mitransparent. When miliary tubercu- 
losis is secondary to chronic lesion ofthe lung the tubercles 
are less clearly defined, are grouped together, show casea- 
tion, and are most plentiful in proximity to the original le- 
sion. The primary lesion may assume a broncho-pneumonic 
type. 

There is a history of sudden onset with general 
malaise, loss of appetite, headache and fever. Haemop- 
tysis may mark the onset or there may be marked bronchi- 
tis with muco-purulent or rusty sputum. Dyspnoea is se- 
vere and out of proportion to the physical signs. Cyanosis 
is a distinctive feature because of its severity. It is most 
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marked in the lips and finger tips. The cheeks are flushed, 
cough troublesome, pulse rapid and feeble, and the respira- 
tion may be from forty to eighty per minute. The temper- 
ature ranges from 100° to 103. 5° F. and according to Fowler 
presents a continuous and an inverse type. In the former it 
rises gradually and continues high with slight morning re- 
missions; in the latter the maximum temperature is in the 
morning instead of the evening. 

A typhoid state may develop towards the end of the 
case. Acute miliary tuberculosis is generally fatal in from 
two to three weeks though it may last for three or four 
months. 

Fibroid tuberculosis is a chronic miliary tuberculosis oc- 
curring most often as a primary affection of the lungs in 
persons of good resisting power and without predispQsition. 
In these persons a moderately severe or extensive infection 
through either the vessels or air passages may result in 
miliary tubercle with a tendency to fibroid transformation 
rather than caseation and softening. 

It occurs most often in men and in those whose dusty oc- 
cupations favor sclerosis of the lung tissue. Apical invasion 
is the rule as in other forms of tuberculosis though second- 
ary lesion may occur in any portion of the lung. The le- 
sions occur as isolated nodules which are indurated, pig- 
mented and feel like shot in the lung tissue; or are grouped 
as nodules or areas of induration. Fibroid miliary tubercu- 
losis of the lung may occur in connection with intestinal and 
mesenteric tuberculosis, and there is also, as a rule, miliary 
tuberculosis of the pleural and pericardial surfaces, as in the 
following case: 

Woman aged 57. Family history good, previous health 
fair. Sick several months with irregular diarrhoea. Had 
lost flesh rapidly. Temperature 99.5° F., pulse 100. Lungs 
showed general induration most marked in the apices. No 
bronchitis, cough or expectoration. The abdomen was flat 
and irregular, deeply seated nodules could be felt. The 
diarrhoea could not be controlled for more than a day at a 
time. She became greatly emaciated and died three months 
after coming under observation. 

Post mortem examination showed intestinal and mesen- 



Digitized by 



Google 



PATTON: PULMONARY TUBERCULOSIS. 225 

teric tuberculosis, miliary tuberculosis of the pleural and 
pericardial surfaces and general disseminated miliary tuber- 
culosis of both lungs with well-marked fibrosis. 

The histoly is one of gradual onset, with some cough 
and gradual loss of flesh and strength, extending over a 
period of several years, or, with a history of this kind last- 
ing for a year or two there may be entire absence of all 
subjective symptoms, the process having been arrested. 
Again, a portion of the lung — usually the apex — may be 
markedly changed, with no history of illness other than 
gradual loss of strength. 

More or less cough is present though it may be absent.' 
Fever is usually slight (one-half to one degree). Quite fre- 
quently the course of the disease is apyrexial. Haemoptysis 
is common in the early stages, may be recurrent, is usually 
slight, may be profuse, but in either case is not connected 
with the occurrence of lobular inflammation as it is in the 
pneumonic type of the disease. Diarrhoea and night sweats 
are usually absent. In advanced cases with marked retrac- 
tion of the lung and thickened pleura the cough may be 
violent, paroxysmal, and tend to produce vomiting. Dys- 
pnoea and rapid pulse may be present in cases where em- 
physema has developed. Muco-purulent or fetid expectora- 
tion may be present and the cases may ultimately present 
the variouscli nical features of advanced sclerosis of the lungs 

This form of tuberculosis tends more than any other t< 
undergo arrest, or, at least, to run a prolonged course. It 
may last from ten to twenty years. 

Acute pneumonic tuberculosis (galloping consumption, 
phthisis florida, caseous tuberculosis) occurs in two forms: 
the disseminated lobular or bronco- pneumonic type, and the 
lobar or pneumonic type. The former occurs most often in 
children or young people, and in those with a predisposition 
to tuberculosis. These two types constitute only about two 
and one-half per cent, of the total cases of pulmonary tu- 
berculosis. The lobar variety is rare and occurs more often 
in adults than in children. 

Acute pneumonic tuberculosis is usually primary though 
it may occur secondary to chronic pulmonary tuberculosis. 

In the lobular type there is acute inflammatory broncho- 
pneumonia beginning in the smaller bronchi which are filled 
with cheesy substance while the alveoli are filled with 



Digitized by 



Google 



226 PATTON: PULMONARY TUBERCULOSIS. 

catarrhal products. These areas are first grayish-red and 
later become white and caseous. By fusion they may re- 
semble the lobar type, but the lobular distribution can usu- 
ally be made out. These caseous areas, from 1-3 cm. in 
diameter, may be irregularly scattered throughout the 
lungs. Usually they are most numerous at the apex. 
Smaller, opaque, gray or caseous nodules may be present. 
Small or large cavities may be found at the apex or base of 
the lungs. Prudden has demonstrated that these changes 
may occur without the agency of a secondary infection. 
This form of pneumonia may follow the aspiration of blood 
into the bronchi in cases of haemorrhage (tuberculosis aspir- 
ation pneumonia. — Baumler). 

In the lobar type a single lobe or the entire lung may 
be involved. The aifected area is gray, yellowish- white 
and caseous. The surface is smooth or granular, uniform- 
ly changed, and it may be very difficult to detect any tuber- 
culous foci. Softening and cavities may be present in the 
apex. In some cases the change is less uniform, there be- 
ing aggregated masses of caseous areas surrounded by 
hyperaemic or consolidated tissue. 

The onset of the lobular form is variable. Haemorrhage 
may be the initial symptom, followed by chills, high temper- 
ature, rapid pulse and respiration, and rapid loss of flesh and 
strength. In children the disease usually follows measles 
or whooping-cough. While convalescing from these dis- 
eases the temperature may rise suddenly, there is cough, 
dyspnoea, and signs of consolidation. The case commonly 
ends fatally in from a few days to two or three weeks, or, 
with the appearance of hectic fever and sweats the disease 
may pass into a condition of chronic phthisis. 

The temperature in the lobular form is high and of a 
remittent type varying from 101-104 Q F. In the later 
stages with diminished vitality the temperature may range 
from 96 or 97° F. in the morning, to 103° F. in the evening 
(Fowler). 

In the lobar type of the disease the onset is sudden. 
There is chill, rapid rise in temperature, pain in the side, 
cough, mucoid or rusty sputum, dyspnoea and, perhaps, 
cyanosis. In all respects the attack is like an ordinary 
pneumonia. At the eighth or tenth day, however, the tem- 
perature becomes irregular, the pulse rapid, expectoration 
muco-purulent and, perhaps, greenish (Traube), and sweat- 
ing may occur. Death may occur in from one to four 
weeks; the case may be prolonged for two or three months 
or it may become one of chronic phthisis. 

(To be continued.) 
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GYNAECOLOGICAL CLINIC— Service of Franklin 
H. Martin, M. D., Professor of Gynecology, 
Post- Graduate Medical School, Chicago. 

Case I. — This patient is 28 years old; occupation house- 
work. Family history: good. Personal history: Menstru- 
ated when 14, married when 20. Has had four children and 
two miscarriages, the last about eighteen months ago. 
Three months ago gave birth to a living child. Has had 
pain in the back ever since that time. 

I will now examine this woman under an anaesthetic. 
The perineum is weak. There are left but two mucous 
membranes and no perineal body at all. The cervix is 
short, with slight laceration, and the anterior part of the 
cervix is almost obliterated. Making a bi-manual examina- 
tion by placing the examining linger in front of the cervix I 
ought to be able to grasp the uterus above in front if it is 
in normal position. I cannot do it. By placing the finger 
behind I can grasp the uterus in the posterior cul-de-sac, 
showing that it is retroverted. Examining from the horn 
of the uterus on either side, I endeavor to palpate the ap- 
pendages. If they are normal we may not feel them. On 
this side, the left, I feel the tube and a little below it the 
ovary, movable and normal in size. Examining the oppo- 
ite side, I find the tube about the size of a slate pencil; and 
lower down the, ovary. The uterus is perfectly movable 
and I will replace it. Without an anaesthetic I was unable 
to do this. It has several times been replaced and an effort 
made to hold it there with a pessary, but it would slip back 
because there was no supporting perineum. 

There are two ways of curing this woman. After the 
restoration of the parts lacerated one may perform a ventral 
fixation, which is not the more desirable; the other is to 
shorten the round ligaments. So we will repair the cervix 
and perineum, if they require it, and shorten the round lig- 
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aments. Dilating the cervical canal, we find the tissues in 
the cervix very brittle. It would be an easy matter to 
tear through into the vaginal tissue or broad ligament. We 
use a sharp curet and get quantities of granulation tissue. 
We curet until we come to the healthy tissue — knowing well 
that the mucous membrane of the uterus is rapidly repro- 
duced — and in this way secure a thorough cleansing of the 
endometrium. Endeavor to pass over the whole surface 
several times. I am not going to operate on this cervix, 
because when this uterus contracts after the curetment, 
after it has been replaced and the congestion has disap- 
peared, we will find very little necessity for an operation, 
although the cervix is now large and patulous. I will pack 
the uterus with gauze saturated with strong bichlorid solu- 
tion. After the gauze has come in contact with all the sur- 
face we will withdraw it, and with it all the debris, leaving 
the endometrium absolutely aseptic. Pack again with plain 
gauze to remove all bichlorid and withdraw it, then fill 
loosely with plain gauze. Put the cervix well back and re- 
place the uterus, having the fundus well up in front. 

Perineorrhaphy: — There is no perineal body here. The 
tissues which originally made the perineal body, the deep 
tissues and fascia, the sphincter muscles of the vagina, and 
the muscular fibers of the lower part of the rectum have 
retracted to the sides. To get these tissues and bring them 
together we will separate the mucous membrane of the rec- 
tum and do the Tate operation. We begin by making an 
incision well up on the side so as to expose the fibers which 
have retracted. Catching the flap that we have made I 
then separate the mucous membrane of the vagina from 
that of the rectum sufficiently high to get a deep perineal 
body. We have separated them one and one-half inches and 
will bring together these tissues I have exposed on either 
side. Put the stitches in so as to get a deep bite. Push 
the mucous membrane of the rectum backward. Make a 
perpendicular plunge well back, all the time seeking to 
make a deep perineum as well as one with a good skin sur- 
face. Ignore the flaps and try to keep them entirely out of 
the way. Put in one last stitch to secure the flap above, 
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which will be tied after all the other sutures. At the sides 
you see the tissues from which we make the perineum and 
you see the depth of that perineum. It extends at least one 
and one-half inches between the rectum and vagina. The 
assistants making pressure on either side will crowd in the 
original tissues and we will secure them there, tying the 
ligatures with one knot only. This gives a support to the 
cervix, and it would be difficult for it to work forward even 
if we did not shorten the round ligaments. We get a peri- 
neum that is secure, a solid body one and one-half inches in 
height, base of one and one-half or two inches, and made 
entirely of the original tissues of the perineum. The 
stitches will be removed in about fifteen days. 

The bowels are kept free from the beginning and treated 
about the same as in a laparotomy. The gauze is re- 
moved in twenty-four hours. If the patient is unable to 
urinate in twelve hours we will catheterize her and we should 
do that anyway until the gauze is removed. After that al- 
low the patient to urinate, as the perineum by that time is 
united so that if it comes in contact with the urine it is not 
infected. After each urination the nurse douches the peri- 
neum with sterilized water and changes the dressings. 
These patients will have liquid diet for the first ten days. 

An Alexander operation should not be done in any case 
where the uterus is not perfectly movable or if there are in- 
flammatory adhesions. It should not be done where there 
is actual inflammatory disease of the appendages or if you 
have not a proper supporting perineum below. It would be 
useless to do this operation with the cervix directed forward. 
If the cervix is too long it should be amputated, otherwise 
it would allow the uterus to press forward and downward 
and the intra-abdominal pressure would strike the fundus 
anteriorly, working against your ligament, which would not 
without displacement be tolerated for a minute. If the peri- 
neum will not hold the cervix up you will fail. If the cervix 
is long and directed forward you will fail. If the intra-abdom- 
inal pressure does not act on the uterus in the right direction, 
which is posterior to the fundus, the operation will fail. It 
should never be done where you expect a constant pull because 
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the ligaments will not stand it. They are not made for that 
purpose, but only to act as guys occasionally in times of sud- 
den strain. The Alexander operation should be studied pretty 
thoroughly before undertaking it. 

The incision should be drawn near the inguinal fold so 
that the scar will be concealed. We make the incision one 
and one-half inches in length, and the first incision should 
be down to the aponeurosis covering the external oblique 
muscle. It is well not to go far from your landmark. Some- 
times you will find several layers of fascia covering the ex- 
ternal oblique. With a couple of retractors separate the tis- 
sues and seek the spine of thepubes which gives attachment 
to the conjoined tendon. External to that find the external 
ring, a little space filled »vith fat. It is sometimes entirely 
obliterated, as it seems to be here, and we must be extreme- 
ly careful or we will get lost. While the landmarks are 
usually quite definite there are liable to be exceptions to the 
rule and then we are puzzled. We here find the ligament. 
Separate it from the nerve which accompanies it. At the 
end are a few little fibers which do not look like a ligament 
Until you get way up into the canal. 

You cannot judge of one side by what you find on the 
other. Find the spine here and make the incision. Here is 
the spine and this time what appears to be the ring is out- 
side of that. After separating the ligament from the nerve 
and a few fibers of connective tissue it begins to run, and we 
almost think it is broken sometimes when it runs so readily. 
The ligament is unusually small on this side. When the lig- 
aments are well drawn up it would seem that the uterus 
must be in normal position, but the cervix may be drawn 
forward and the fundus back. Here we have the fundus 
well up under the abdominal wall. We have been unfortu- 
nate enough to break the ligament. We have enough left, 
however, so that I can get hold of the broken end and attach 
it here. Ordinarily I draw the ligaments through and tie 
them together, placing the knot directly over the symphysis, 
but here I will have to fix it with silkworm-gut. I do not 
like to use a permanent buried suture, as it is likely to be- 
come infected afterward and produce a fistulous tract, but as 
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that would occur only in a small per cent, of cases when we 
cannot do better we have to do it. I prefer silkworm-gut 
because cat-gut sometimes fails. In securing this I include 
only one-half the ligament and at the same time close the 
external ring with my suture. 

These external sutures will be removed in a week from 
today, and after the wound has been thoroughly washed 
with antiseptic solution, bichlorid of mercury and alcohol, 
it will be immediately sealed with iodoform collodion. If the 
wound is clean this dressing will be left on until it is uncov- 
ered permanently. It is very necessary to keep these 
wounds clean, especially when a buried suture is used, be- 
cause through a stitch-hole abscess the deep sutures may 
become infected which might necessitate the removal of 
these sutures and a secondary operation. Catgut is not per- 
manent enough for this kind of work, does not last long 
enough in my opinion. No pessary is ever used after these 
operations. We expect the ligaments to do the work re 
quired of them from the beginning. 

My friend here (a visitor) speaks of a very unique way of 
exposing the round ligament by using a crescent- shaped incis- 
ion from one spine of the pubis to the other so as to expose 
both rings, then tying the ligaments together the way I do. 
That is a very ingenious affair and has been done. The 
difficulty in this operation of course is in finding the ligament 
and if you do it a thousand times 4 you will have this trouble. 
I have not done it a thousand times, but several hundred, 
and I am never certain. There is no other operation in sur- 
gery that I go into with such trepidation, for when things 
are mixed they are so badly mixed there is no redemp- 
tion. 

Two weeks ago we opened a beautiful ring and there was 
nothing in it. In that case we found that the bottom ring 
was a false floor. The ring was divided into two portions 
and on the lower floor was the ligament. That made a new 
kind of dilemma. In one case I opened the ring, searched 
through it for the ligament, found the nerve, but found the 
ligament had turned directly up instead of coming down. 
Occasionally the ligaments are very small, only a little larg- 
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er than the nerve. In such a case they cannot be depended 
upon to support the uterus. 

Case II. — This case has been brought here for a diag- 
nosis. We shall first examine the external parts, the 
urethra, the labia, and the vulvo- vaginal glands. In mak- 
ing the vaginal examination I prefer the left hand in order 
to have the strong right hand free for manipulation. The 
uterus is retroverted and can be replaced. I think there 
are more mistakes made in the diagnosis of the position of 
the uterus than in any other simple gynaecological problem. 
No one can make a gynaecological diagnosis without first 
discovering the position of the uterus, then we can, as a 
rule, make out the condition of the appendages. If you 
cannot do this without an anaesthetic there is no reason why 
you should not give one. It will do no harm if the kidneys 
are in fair shape. Then with the patient anaesthetized we 
can discover the position of the uterus. No matter how ex- 
pert a diagnostician one may become this cannot always be 
done without a relaxed, sleeping patient; and you can also 
discover the condition of the appendages. After a while 
you will learn to make a diagnosis of retroversion. There 
are so many physicians who have not learned to make this 
diagnosis. This case was very obscure without an anaes- 
thetic, so much so that a very good diagnostician said the 
uterus was in position, and today an equally good one said 
just the opposite. We find the cervix well down in the 
pelvis. This woman has not borne children and it cannot 
be due to the perineum. 

Pressure, running a sewing machine, or something which 
has changed the relation of the pelvis to the spine may be the 
cause, or it may be the result of constipation and unnatural 
straining. The uterus is retroverted and impacted between 
the sacro-uterine ligaments, so it is very difficult to replace 
it, but by pushing the cervix well back we can grasp the 
uterus and bring it forward. The vulvo vaginal gland is 
enlarged and an abscess of the labia formed. This case is 
very similar to the one just operated upon. The operation 
will be postponed till next week, when the round ligaments 
will be shortened and the vulvo- vaginal abscess drained. 
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TRIGEMINAL NEURALGIA. A CLINICAL LEC- 
TURE DELIVERED IN RUSH MEDICAL COL- 
LEGE.— By Henry M. Lyman, A. M., M. D., 
Professor of Medicine. 

It is but a short time since I exhibited to you a number 
of cases illustrative of that form of headache known as 
hemicrania. Today, I wish to call your attention to an 
allied disease, one variety of which is sometimes mistaken 
for hemicrania because of its frequent location upon one 
side of the forehead. 

The patient whom I place before you is a man, sixty 
years of age, large, stout, florid, in early life a saloon- 
keeper and a successful politician, but within a few years he 
has lost all his property, and has been employed in a sub- 
ordinate position in the Street Department of the city gov- 
ernment. Some thirty-five or forty years ago he experi- 
enced a severe attack of malarial fever while engaged in 
building a railway track in the state of Mississippi, and he 
was more than a year in recovering from the sequelae of the 
fever. Even now, his spleen is enlarged, and possibly the 
liver; but no parasites exist in his blood, so I incline to the 
belief that alcoholism has more than anything else to do 
with his present condition. There is no valvular disease of 
the heart; there is a dry, morning cough, a yellow tongue, 
bad taste in the mouth, constipation, and rather frequent 
attacks of hemorrhoids — all indicative of a chronic, catar- 
rhal state of the alimentary canal. The urine is of a bright, 
amber color, very acid, with a specific gravity of 1028, but 
containing neither albumin nor sugar. 

But this is not the condition that has brought him here. 
Observe the grimaces that distort his features whenever he 
tries to speak or to swallow; and take note of the almost 
convulsive start with which he is jerked into rigidity every 
two or three minutes as a painful spasm traverses the 
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muscles of his face, causing him to rub and press vehement- 
ly with the palm of his hand against the right side of his 
face below the eye. These paroxysms persist for a minute 
or two, and are then succeeded by a brief calm that is soon 
interrupted as you have seen. In this way the attack con- 
tinues for a considerable time — an hour or more — especially 
after fatigue and exposure to the weather. When an at- 
tack has subsided, there is not complete relief from pain; 
a dull, aching sensation is experienced over the affected 
side of the face, but this is quite tolerable in comparison 
with the shooting pangs of agony that characterize the par- 
oxysmal attacks. During these attacks you can observe a 
flushing of the face, vigorous pulsation in the temporal 
artery, copious perspiration all over the body, and an in- 
crease of temperature upon the affected cheek. The skin 
of the painful part is exquisitely sensitive to the touch; the 
patient cannot endure a touch anywhere upon the scalp, or 
even a contact with the hair of the head and beard. The 
teeth in the upper jaw also, are individually sensitive and 
intolerant of a trifling percussion with the end of a 
pencil. Especially painful is pressure over the infra-orbital 
foramen, and the same in lesser degree is true of the supra- 
orbital and mental foramina. There is a fearfully senitive 
point over the prominence of the malar bone where the 
malar branch of the orbital nerve reaches the skin; and for 
fear of exciting a paroxysm the patient dares not use his 
handkerchief, though a stream of watery mucus trickles from 
the nostril on the affected side during an attack. In certain 
cases you will discover similarly painful points over the 
tuberosities of the occipital bone and over the second and 
third spinal vertebrae in the upper part of the neck. 

While engaged in examining this patient, let me re- 
call to those of you who were here last year, the figure of 
a man who suffered with neuralgia of the inferior branch of 
the trifacial nerve. Some of you will remember the look of 
agony with which his eyelids would open to their fullest 
extent as the paroxysm of pain recurred under the influence 
of almost any movement of the tongue, jaw, or lips; and 
how he would press and rub the skin over the mental fora- 
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men so that his chin upon the affected side was actually- 
denuded of beard. There, again, particularly painful points 
were demonstrated where the deep branches of the nerve 
penetrated the layer of fascia, to approach the surface. 
One such point existed above the articulation of the condyle 
of the lower jaw with the bone, where the auriculo- temporal 
branch of the inferior maxillary nerve sends twigs to the 
temple and to the external ear. Another painful point ex- 
isted in the side of the tongue; and each tooth on that side 
of the lower jaw constituted itself an independent centre of 
suffering. 

Still another case I must recall: a victim of malarial 
poisoning experienced during the excavation of the Drain- 
age Canal. Such cases are extremely common in all malari- 
ous districts. The pain involved the supra-orbital division 
of the fifth nerve: and, when principally located upon one 
side of the forehead, it is sometimes mistaken for hemi- 
crania. In these cases, the particularly painful points cor- 
respond with the places of emergence of the different 
branches of the principal trunk, and we find pain on pres- 
sure over the supra-orbital foramen: over the external por- 
tion of the upper lid where the lachrymal branch approaches 
the surface: along the side of the nose, where the nasal 
branch emerges: and upon the internal and external sur- 
faces of the nasal cartilage at the end of the nose. When 
this ophthalmic division of the fifth nerve is the seat of 
neuralgia, the eyeball is inordinately sensitive: the con- 
junctival vessels are injected; tears flow abundantly: and 
the incidence of light upon the cornea is often intolerable. 

When trifacial neuralgia remains severe and inveterate 
the nerve sometimes undergoes inflammation, and trophic 
disturbances are manifested in the skin quite like what is 
observed when the intercostal or abdominal nerves become 
inflamed. Herpetic eruptions appear along the track of the 
affected nerve, and, if the region of the eye be affected, dis- 
organization of the organ of vision may result. I remember 
a middle-aged woman, thus attacked, who lost an eye before 
I saw r her; and for many months after its removal by a com- 
petent oculist, she continued to experience severe pain over 



Digitized by 



Google 



236 LYMAN: TRIGEMINAL NEUUALGIA. 

the whole territory occupied by the frontal nerve on the 
affected side. Some of you may remember a man who used 
to show himself at this clinic with a large scar covering the 
left side of his forehead, the result of herpes accompanying 
intense pain in the supra-orbital nerve; but his eye escaped. 
It is when the nasal and conjunctival nerves are affected 
that ulceration and evacuation of the eye-ball is most likely 
to occur. Atrophy of the skin, and the opposite condition, 
thickening and induration of the skin of the face, are some- 
times witnessed as consequences of facial neuralgia. It is 
not uncommon for the eyebrows and the beard to turn gray 
during a painful attack. Sometimes the hairs recover their 
color with the subsidence of pain, but often they remain 
permanently whitened. Such persons usually grow pre- 
maturely gray. In the majority of cases these trophic 
changes indicate an affection of the Gasserian ganglion, but 
they are sometimes apparent when the nervous lesion is 
limited to the root of the nerve, or to the portion between 
the ganglion and the brain. 

Prom the examples thus laid before you it is evident 
that neuralgia of the fifth nerve presents itself under a con- 
siderable variety of forms, and with differing degrees of 
severity. Ordinarily, the attacks are characterized by 
severe and continuous pain, the paroxysmal form of the dis- 
ease, however, is characterized by such sudden explosions 
of agony, by such spasmodic contraction of the muscles in 
the affected region that it is often described as epileptiform 
neuralgia. This does not signify anything in common with 
epilepsy; it is merely a use of the word epileptiform to de- 
scribe the suddenly spasmodic onset of each paroxysm dur 
ing an attack. 

Before proceeding to the subject of treatment we must 
consider the causation of the disease, for there are numer 
ous causes that may produce it and the treatment will be 
ineffectual unless administered with reference to the cause. 
General causes are almost without exception infective or 
toxic; cases which are excited by exposure to cold are usu- 
ally the result of a previous infection or intoxication, and 
would not have developed from the uncomplicated action of 
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cold alone. In like manner, many so-called causes, such as 
fatigue, exposure to light, or to excessive heat, are merely 
excitants which are only operative when the nervous tissues 
have been previously infected or intoxicated. 

One of the most common causes of facial neuralgia is 
malarial infection. The supraorbital branch of the nerve is 
the favorite seat of pain which recurs daily, or every other 
day, like a quotidian or a tertian fever. Pain is intense, 
and is accompanied by conjunctival injection, lachrymation, 
sweating, vomiting and terrible prostration. 

Another infective cause is the microbe of influenza. Not 
invariably present, neuralgia of the trifacial nerve is some- 
times experienced after an attack of influenza. 

Rheumatism, which is probably an infective disease, is a 
frequent cause. 

Still more frequently does the intoxication that is 
caused by gout give rise to neuralgia. It is not always easy 
at tirst sight to distinguish between cases of rheumatic and 
of gouty origin. 

Syphilis is another frequent cause. But its manifesta- 
tions are often diffuse — other cranial nerves participating in 
the exhibition of pain, assuming sometimes the characteris- 
tics of a generalized headache, that is periodical and noctur- 
nal in its occurrence. 

The so-called reflex neuralgia that is ascribed to the ac- 
tion of intestinal worms is probably an intoxication with 
poisonous excretions thrown off by the parasites and ab- 
sorbed from the intestines. 

Besides these general causes, numerous local conditions 
operate as excitants and determining agents that serve to 
precipitate the incidence of pain upon particular nerve 
trunks or branches. Thus, a slight inflammation about the 
root of an unhealthy tooth may, in a gouty subject, excite 
horribly painful neuralgia upon the same side of the face 
and head. Uncorrected astigmatism or presbyopia, any un- 
corrected defect of the eyes, in short, may in similarly pre- 
disposed patients excite fearful frontal and orbital neural- 
gia. Local injuries, contusions, etc., may be followed by 
intense neuralgia which often becomes merged into the pain 



Digitized by 



Google 



L\3H LYMAN: TRIGEMINAL NEURALGIA. 

of true neuritis. Osseous and periosteal tumors developing- 
in, or within, the cranium sometimes compress the nerve, 
and cause intense suffering. Thus the growth of an exosto- 
sis or of an osteosarcoma may compress the ganglion of 
Gasser, exciting wide-spread suffering and accompanying- 
trophic disorders. Similar compression is an occasional 
consequence of the development of intracranial vascular 
tumors such as an aneurism of the internal carotoid artery. 
Neuralgia of the inferior maxillary nerve is often due to 
compression exerted upon the trunk of the nerve by the 
swollen periosteum that lines the canal in which the nerve 
trunk lies. We must not forget the terrible neuralgia of the 
face that is sometimes experienced by the victims of tabes 
dorsalis when the dorsal nerves that communicate with the 
trifacial nerve are invaded by the degenerative process. 

The treatment of facial neuralgia depends upon the na- 
ture of its cause-hence the variety of methods that should 
be employed. It is not sufficient to pronounce the word neu- 
ralgia and prescribe analgesics. We must ascertain the ex- 
act cause, and then direct our treatment towards its removal. 

In the first place, all cases dependent upon mechanical 
causes, injuries, local inflammations, tumors, periostitic en- 
croachments upon the osseous canals in which lie the nerve 
trunks and branches, must be relegated to the care of the 
surgeon. Resection of an affected nerve trunk is often the 
only means of relief. Thus the superior maxillary branch 
has been removed again and again, till even the ganglion of 
Gasser itself has been extirpated. These operations give 
temporary relief, even though they be not always perma- 
nently curative! I once saw a patient from whom the late 
Dr. Carnochan, of New York, had twice removed a portion 
of the same superior maxillary nerve. So great was the re- 
lief thus obtained, that the man assured me that he would 
gladly submit to a third operation in case of recurrence of 
the disease. 

Of the numerous cases that remain for medical care, all 
require anodyne medication, and curative treatment. It is 
necessary to diminish pain in order to relieve suffering and 
also to prevent the profound exhaustion that must follow 



Digitized by 



Google 



LYMAN: TRIGEMINAL NEURALGIA. 239 

long continued agony. For this purpose opium still holds 
the first place. Hypodermic injections of morphine and 
atropine usually suffice to solace the patient: but if the dis- 
ease remains uncured, larger doses become necessary: the 
opium habit is established, and complete ruin follows. It 
is, therefore, necessary to resort to other anodynes. Anti- 
pyrin should be given in divided doses to the amount of 
thirty to sixty grains a day. Hy]X)deraiic injections of ten 
grains have sometimes given me satisfactory results. The 
other coal-tar derivatives, phenacetin, exalgin, kryofin, 
etc., are successful in dealing with mild cases. 

But severe examples of the disease cannot thus be palli- 
ated. It then becomes necessary to give butylchloral hy- 
drate in ten grain doses. If this fails, as it will do in the 
epileptiform neuralgia, I frequently find benefit from the 
administration of deodorized tincture of opium. I endeavor 
to keep the patient in ignorance of the name of the drug. 
I give it in drachm doses, often enough to produce contrac- 
tion of of the* pupils and reduction of the pulse — often 
enough to gain sufficient rest and sleep for the sufferer. As 
soon as improvement appears, I begin to reduce the dose 
five drops each day, until it can be entirely laid aside. In 
this way I have saved many cases without the formation of 
the drug habit. 

Some cases will not yield to opiates. For such the use 
of aconitine is recommended beginning with a dose of 5 J ff of 
a grain every four hours, and increasing it until the pecul- 
iar numbness of aconite poisoning is produced; then gradu- 
ally diminishing the dose till it can be withdrawn altogether. 
Such medication cannot be undertaken without constant 
medical supervision, for it is literally "playing with edge 
tools." The same thing may be said of that valuable ano- 
dyne, gelsemium. 

No little benefit is often derived from the simultaneous 
administration of numerous anodynes. Dr. Anstie long 
since called attention to the greater efficiency of "shot-gun 
prescription" in the treatment of neuralgia, over the admin- 
istration of single drugs in powerful doses. Hence the 
great benefit derived from the use of complex compounds 
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that contain all the anodynes that can be united in a single 
dose. I have thus been able to relieve the nocturnal neural- 
gia of the fifth nerve in syphlitic disease when no single 
drug would produce any satisfactory result. Hence the 
marked success and popularity of such compounds as chlor- 
odyne and its imitations. 

So far our treatment has been merely palliative; and in 
mild and recent cases it may be sometimes sufficient for 
the cure of the disease. But in the majority of cases it is 
necessary to resort to curative remedies besides the anodyne 
drugs that are useful for the relief of pain. With this in 
view it is necessary to ascertain the fundamental cause of 
the particular neuralgia under consideration. Neuralgias 
that are due to syphilis will only yield to a course of anti- 
syphilitic medication. Neuralgias that are caused by ma- 
laria must be energetically treated with quinine and arsenic. 
These drugs sometimes fail of success unless their exhibition 
be preceded by active cholagogue purgation with blue pill, 
colocynth, cascara, aloin, podophyllin, or other drugs that 
freely evacuate the liver. Another prerequisite in many 
instances is abstinence from animal food for a few days, as 
was long since advised by Waring on the basis of his exper- 
ence in India. Sometimes, relief is not obtained until the 
patient has received a sledge-hammer dose of quinine — 
sixty grains at once- -given at bedtime, so that the 
disagreeable ^ifects of cinchonism may be chiefly dissi- 
pated during sleep. Warburg's tincture should also be 
tried. 

Neuralgias that depend upon an impoverished, an- 
aemic condition of the blood, require long continued medica- 
tion with iron and arsenic. Best of the preparations of iron 
is the tincture of the acetate of iron, when the condition of 
the alimentary canal requires an acid astringent. Many 
cases are better treated with alkaline remedies, and then 
such a preparation as the compound iron mixture is useful. 
Neutral cases are best suited with pills of the iodide of iron, 
iron by hydrogen, Blaud's pills, the citrate of iron and qui- 
nine, or a pill that contains iron, quinine, and arsenic in 
moderate doses. These well tried preparations are gener- 
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ally more satisfactory than the newer and more expensive 
combinations which serve rather to divert the mind of the 
prescriber from the object in view than to aid the cure of 
the patient. 

Neuralgias which depend upon the existence of the arth- 
ritic diathesis can only be relieved by attention to the au- 
to-intoxication which underlies all such cases as the one now 
before you. Intoxication of the tissues with the xanthin 
bodies allied to uric acid, is the probable cause of the pain- 
ful symptoms, and no treatment will avail for their cure un- 
til the cause be removed. While undergoing such curative 
treatment # much relief may be obtained from the liberal use 
of salicylate of sodium. If a perfectly pure drug be used, 
there will be little complaint of gastric irritation from its 
use: but if the ordinary impure article be given in the form 
of a tablet, the stomach will soon rebel. Twenty grains of 
Merck's salicylate of sodium, dissolved in six or eight 
ounces of water, or in an equal quantity of milk, will often 
procure relief for a number of hours. Its effect, however, 
is chiefly palliative, so, for a truly curative treatment we 
must resort to thorough evacuation of the liver with mercur- 
ials and sodium salts. We must eliminate red meat and sugar 
from the diet, so as to reduce the nitrogenous elements in 
the excreta which act so powerfully as painful excitants of 
the nervous system. We must also provide for the continu- 
ous discharge of such excreta through the kidneys, the skin 
and the bowels. Magnesium sulphate and sodium sulphate 
largely diluted with water may be given for three or four 
weeks in laxative doses every morning, but must not be ad- 
ministered continuously for a longer time for fear of excit- 
ing inflammation of the mucous membrane of the stomach 
and small intestine. A course of nitro-hydrochloric acid 
may also be instituted for a similar period of time. Unless 
the impact of cold air upon the face is painful, the patient 
should be encouraged to take long walks out of doors, or 
other forms of muscular exercise that do not require stoop- 
ing so as to lower the head in any considerable degree. Af- 
ter giving mineral acids for a month, it will be well to give 
small doses of potassium iodide with bichloride or biniodide 
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of mercury for many months, according to the following 
prescription: 

Potass iodid. 5ss 

Hydrarg-biniodid. gr. i 

Tr. colchici sem . 5i 

Syr-ext. glycyr. ?xi 

Sig. Take a teaspoonful in four ounces of water before each meal. 

At all times constipation must be obviated by the use of 
laxatives and occasional doses of calomel or blue pill. Thus 
treated you may expect to see this patient cured. But it 
will be necessary to make him understand that relapses will 
be likely to follow any imprudence on his part, and that the 
treatment — dietetic and medicinal — must be carried on for 
a year or more. Usually a patient who has become arthritic 
remains so during life. 

During the convalescence other adjuvants to the cura- 
tive treatment are sometimes beneficial. Thus, we may ob- 
tain temporary relief from pain and permanent invigoration 
of the body, through the application of electricity. As us- 
ually employed, for a few minutes every other day, this 
agent is of little value; but when it can be applied every 
day, or two or three times a day, it exhibits positive results 
in cases dependent upon exhaustion of the nerve elements. 
In cases of infection and intoxication of the nervous system 
it is worthless unless accompanied by appropriate curative 
medication. The continuous current, of about five miliam- 
peres strength, should be passed through the head: the 
positive pole being placed upon the face while the negative 
pole rests upon the back of the neck. The aural current of 
a static machine is often very grateful, but the passage of 
sparks is too painful to be tolerated about the face. 
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A monument to Charcot, the late eminent French neu- 
rologist, was recently unveiled at Paris. The statue repre- 
sents the great teacher and investigator in his professional 
robes and in an attitude characteristic of him in demon 

strating a scientific point. 

* * 
* 

In the month of November, IH98, according to the offi- 
cial report of the Department of Health of the City of Chica- 
go, a total of 1782 deaths occurred. The following chief 
causes of death, with the number affected, are given: con- 
sumption, 17H; pneumonia, 1H6: bronchitis, 73: diphtheria, 
Hi: cancer, H3: typhoid fever, 56: acute intestinal diseases, 
1Kk diseases of the heart, 128: diseases of the nervous 
system, 11)5. 

As to the efficacy of the antitoxin treatment for diph- 
theria the Health Department of Chicago has found that 
after twenty-six months of experience the mortality rate has 
been reduced to 6.77 in every one hundred cases. Prior to 
the use of the antitoxin the mortality rate in Chicago aver- 
aged about 3ii in every hundred. 

* * 
* 

England is about to take a most radical step backward 
in doing away with compulsory vaccination of children. It 
is now to be left to the parents' conscience, and a certificate 
of exemption can be obtained for the mere asking. All of 
this is the result of anti-vaccination activity and pressure, 
and is a good example of the pernicious influence of a few 
fanatics whose activity is out of all proportion to their good 
sense and ability to comprehend blessings. It is a parody 
upon the boasted civilization of the latter days of the nine- 
teenth century when such a retrograde action can be taken, 
and w T ould seem to belong to that logic which holds that 
there is a definite limitation to man's progress, which, once 
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reached, determines only downfall and the consummation of 
another cycle in the world's history. This pressure of the 
anti-vaccinationists is, of course, not the pointing of the 
hand of science; it is nothing but the outcry of ignorance, 
and ignorance has won the battle from science! What will 
be the result in a few years from now? There never has 
been any satisfactory treatment for small-pox, once it has 
developed, and there is no reasonable expectation of a 
specific being discovered. 

The disease has been prevented, and almost entirely 
stamped out. The horrible epidemics of an hundred years 
ago are today unknown, and one of the greatest blessings of 
this age, //' not absolutely the great est from every point of view, 
is the freedom we enjoy from the small-pox pestilence. And 
yet there are people who would throw all this aside and 
open wide the doors to death and disaster! No moderate 
terms of criticise or condemnation can apply to such ac- 
tions, arguments or minds, if ignorance and imbecility lie as 
the causes: if it is one of the links in the chain of Destiny, 
then it will be a case of "the survival of the fittest/* and the 
"fittest" will, in this instance, be those who have been care- 
fully and scientifically inoculated. 

* * 

■* 

In viewing the advancements in medicine and surgery 
as we look backward from the last days of the century, we 
are bound to acknowledge the distinct achievements of 
surgery. Surgery has accomplished wonderful results, and 
all are proud that such is the case. It has rather been the 
style to ignore any very considerable credit to medicine 
alone, under the impression that while knowledge in the ab- 
stract had become markedly amplified, yet in the stern 
matter of the cure of disease, in the abstract, no consider- 
able credit could be claimed. In a measure this may be so, 
and yet let us think a moment. No doubt the greatest suc- 
cess in medicine has been, and will continue to be, in the 
prevention of disease. It is certainly far more creditable to 
prevent a disease, than to cure the disease after it has made 
its appearance. In the one case all of the suffering and 
damage is avoided; in the other but a part is controlled. 
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Dr. Wm. Ewart, of London, (Harveian Lecture*. Brit, Med. 
Jour.) has a few ripe words on this subject. He says: 
4 'Whilst the brilliant record of surgery has tended to eclipse 
everything else, the achievements of medicine have been 
unnoticed or minimized. To place things in their true light, 
the province of surgery would seem to be essentially cura- 
tive. It may save life or limb, but this is a gain to the in- 
dividual only. Medicine has done more in prevention. Its 
dealings with the individual are not always brilliant, but it 
has succeeded in protecting not the individual alone, but the 
community against decimating diseases. The suppression 
of a single disease, such as typhus, small-pox, or cholera, 
would alone outnumber the surgical total of lives saved." 

# * 
* 

The employment of saline infusion — the intravenous or 
subcutaneous (hypodermoclysis) injection of normal salt so- 
lution — while general among busy surgeons, is not extensive 
among general practitioners. While it is no doubt known 
as one of those linal resorts that are to be employed in cer- 
tain cases, yet there is no doubt a hesitancy in making use 
of the means even when the opportunity arises. 

Attention has recently been called, in a very able paper, 
by Dr. T. P. Reilly, of New York (Med. Rec, Nov. V2) to the 
Technique and fV of Sal ine Infusions in which the following 
indications are pointed out: 

"I. In all cases of severe hemorrhage, whether external 
or internal. 

L\ In shock, both simple and post-operative, it [fulfills 
all indications. 

;]. In all toxemic conditions, and here it should .follow 
venesection. Indeed, no agent has thus far compared with 
it in efficacy in uremic and septic conditions. 

4. In cases of poisoning due to vegetable or^mineral 
substances. 

5. In any pathologic state attended with feeble pulse, 
due to diminished arterial pressure. 

6. As a last resort in cases of imminent death from 
any cause of an accidental nature." 

If the injection is made subcutaneously an ordinary 
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aspirating needle attached to a Davidson syringe may be 
used. By the hypodermic method several points of the 
body must be selected, as the tissues, however loose, about 
one region will only absorb a certain quantity of fluid at 
a time (given at from six to ten ounces). The needle 
will therefore have to be inserted at another point, and 
the injection continued. This, of course, requires more 
time (often an element of great importance) and is more or 
less painful. In the direct method (intravenous) the med- 
ian cephalic or basilic vein is opened, a canula inserted, and 
the flow, directed with the normal blood current, is allowed to 
go on. In either instance the amount of solution required 
is governed by the return of the pulse, both in volume and 
in rapidity of action, to, approximately, the normal, and by 
the facial expression, returning consciousness and sensa- 
tions of the patient. The total amount of fluid poured into 
the patient's body at one sitting is seldom more than one 
quart, although much larger quantities have been used, 
while smaller amounts have been found to suffice. The op- 
eration may, of course, be repeated as necessary. In an 
emergency plain water heated to about 100° P., to one quart 
of which two even teaspoonsful of common table salt has 
been added, may be used. Asmall teaspoon should be used 
in measuring and a straight-edge should be draw r n across 
the top of the • spoon — which leaves exactly an even tea- 
spoonful. 

When more time is allowed the water should be boiled 
and Altered, or distilled water procured. 

So simple and so highly valuable is this element of 
treatment, and so devoid of danger, that every practitioner 
should have the little details well in hand, and should be 
prepared with his knowledge against any emergency that 

may arise. 

* * 

* 

"I am so convinced of the good effect of a spare diet 
in old people, that I have often insisted that the change be 
made. In consequence, I have frequently seen aged men 
and women with sour temperaments, flatulency and muscu- 
lar and mental incompetency, become cheery and active — 
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nor old people only. According to Keith's East Indian ex- 
perience, it is the unanimous verdict that spare frames and 
spare eaters bear tropical climates best. Three-hundred 
pounders do not prove satisfactory. The teacher who initi- 
ated me into the mysteries of the alphabet was very frail 
and was considered tuberculous. Being so lucky as to have 
to live on the equivalent of $30 a year, and not striking oil at 
any time, he lived on healthy but spare diet up to his pres- 
ent age of 87, which he spends with books and painting. 
Thus it happens that the feeble should not be despaired of; 
they may reach an old age, while the very vigorous, who do 
not suffer at once from their transgressions, are tempted by 
this apparent immunity to repeat them and succumb to their 
consequences. Nor do I think that the old Egyptians would, 
altogether, protect themselves against the results of their 
indiscretions by their custom of taking a purgative and an 
emetic three, times a month." — Jacobi. (Phil a. Med. Jour ) 



results obtained from early recognition aud early operation 
in malignant disease— particularly in carcinoma of the fe- 
male breast. But references of this character will bear re- 
peating occasionally in view of the great importance of the 
subject. Practitioners should be thoroughly alive, both to 
the possibilities of surgical relief and the marked importance 
of timely recognition; for it is by virtue of timely compre- 
hension of the case that the greater possibilities of opera- 
tion depend. Of course every one understands that the 
surgeon but occasionally sees a case early in its history. It 
more often happens that the case is held under observation 
by the family doctor; or else the patient, loath to consult a 
physician, or being wilfully heedless, allows the earliest 
months of the growth to pass by. In either case, therefore, 
it is a matter of education, or due realization of what maybe 
done, and the inevitable results of inaction In the case of the 
laity the education is difficult and is largely in the hands of 
the profession. Hence if every physician can be brought to 
feel this matter strongly, in time its effect will be manifest 
\n those he directly and indirectly guides. 
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£>r. J. D. Bryant, in an address before the Practitioners' 
Society of New York, has recently said in this connection 
(Med. Nee, Dec 3): 

"The physician ought promptly to ascertain the nature 
of the abnormal manifesitation, and this, too, without undue 
reliance and hair-splitting differences regarding the history 
of development. Free incision in the instance of tumor for 
determinative purposes, followed at once by complete abla- 
tion, if practicable, and supplemented thereafter by periodi- 
cal examination, should be the rule of action in malignant 
cases. 

Deterring influences closely allied in their effects to ig- 
norance, self-assumption, complaisance, and sickly senti- 
ment on the part of all concerned — each too often robs the 
patient of the lasting benefits of prompt aud intelligent sur- 
gical action." 

* * 
* 

What seems like old time dosing was reported by Dr. 
W. H. Thomson at the November meeting of the Medical 
Society of the County of New York (Med. Nee, Dec. 10) in 
connection with the treatment of cases of malaria among 
the soldier boys from Cuba. He says: 

"The treatment which gave by far the best results con- 
sisted in the administration of fifteen grains of quinine, 
fifteen grains of powdered ginger, and half an ounce of par- 
egoric, twice a day — in the forenoon and afternoon. Under 
this treatment the patient received an equivalent of three 
grains of opium each day. This plan was tried on forty- 
seven patients, all of them actively febrile, and eighty-four 
per cent, severely so. Fourteen febrile patients, of whom 
sixty-five per cent, were severe, were treated with Warburg's 
tincture alone as a control experiment. In twenty-two, or 
forty-seven per cent, of the number who took the paregoric, 
there was a fall of the temperature to normal within twenty- 
four hours, and it did not rise again. The treatment was 
continued from eleven to fourteen days, and the patients 
were then discharged. In ten patients, or twenty-one per 
cent., from thirty-six to forty-eight hours were required to 
reduce the temperature to normal. In three the treatment 
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failed to control the fever. One of these, however, had a 
colitis, to which his continued fever seemed to be mainly 
due. No relapse was recorded in any patient taking the 
paregoric treatment after the temperature had once been re- 
duced to the normal. In five cases, or 10.6 per cent., the 
paregoric treatment could not be continued because of the 
nausea excited. They were then given quinine and ginger 
alone, and they recovered, but relatively slowly. Six out of 
the forty- seven proved in time to be cases of mixed infec- 
tion with malaria and typhoid fever. There were only two 
patients who showed the effect of opium; the remainder not 
only were not drowsy but seemed to be aroused from their 
stupor by the treatment." 

* 

It has been suggested in England, in order to obviate the 
evils of practicing midwives, that duly qualified midwives 
be employed by practitioners: that lying-in women become 
educated to look first and always to the regular physician, 
who can according to his judgment, and in accord with the 
wishes of the patient, delegate a midwife to the care of the 
case. The advantages of such a plan are* at once evident. 
The responsibility is taken by the physician, who, having 
such responsibility, looks well into the qualifications of the 
midwife. The midwife, in turn, knowing she is under au- 
thority and surveillance, is more circumspect in all details, 
is more watchful of all symptoms and progress, and is in 
duty bound to call her master — so to speak — immediately 
upon necessity. 

Such a plan conscientiously carried out would render 
the sphere of the midwife one of great usefulness: would 
render her always an aid to the patient and obstetrician, 
whereas now she is too often a disseminator of disease, an 
irresponsible, self-lauding intruder, and an open opponent 
of the physician. If midwives must be, then by all means 

let them be placed under authority and control. 

* * 

Out of lt$ cases of illness of soldiers from Santiago 
cared for in the Massachusetts General Hospital under the 
service of Dr. H. P. Vickery, (reported in the Boa. Med. <¥• 
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Surg. Jour., Dec. H) three cases were proved to be instances 
of mixed infection of typhoid and malaria. Dr. Vickery re- 
marks: * 'Of typhoid malaria there were three cases. In 
two of the cases, during convalescence, there was a sharp 
rise of temperature, and the organisms were found. In the 
other case the disease was not apparently modified by the 
malaria; the organisms were found, the Widal was positive, 
and the general condition of the patient was that of typhoid 
and not of malaria." Another observer (Dr. H. F. Hewes) 
remarks in the same journal, reviewing some eighty cases of 
Santiago sickness, "I will mention that in one case of ty- 
phoid (Widal positive) I found pigmented malarial organisms 
during the active typhoid— a finding which is rare, I believe." 
Dr. William H. Thomson, of New York City, studied one 
hundred similar cases in the Roosevelt Hospital, and found a 
number in which there was distinctly a mixed infection. 

* * 

"As for the liver it retains a place in our economy as a 
thing compounded of mystery, meddlesomeness and insuffi- 
ciency. While some patients speak of their livers with a 
certain amount of awe, others refer to that organ with a de- 
gree of familiarity which is almost irreverent. With many 
the liver is a kind of fetish which has to be humored and ap- 
peased, and no appeal to a doctor is more earnest than the 
prayer for 'something to touch the liver.' By others the 
liver is spoken of as if it were a piece of defective machin- 
ery, and is alluded to in terms which would be suitably ap- 
plied to a motor car or a cheap watch. It is complained 
that the organ is always 'out of order,' that it 'will not act," 
that it is perpetually in need of something to make it act, 
that it is 'sluggish," that it is easily 'upset.' While the laity 
talk of their livers with an exactness which is based appar- 
ently upon most familiar acquaintance, the physician has not 
yet acquired sufficient knowledge of that organ to enable' him 
to define precisely what is meant by 'billiousness,' or to give 
any reasonable scientific account of a 'bilious attack-' Time 
will probably show that the liver has playec^ the part of a 
pampered charlatan, and that its reputed powers are to no 
little extent based upon a great physiological fraud. 
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Wherever that truth might be, it would appear evident that 
this much-physiced organ is not competent to deal with 
the requirements of the alimentary canal of modern man, or 
at least that it performs its duties in the halting manner of 

a worn out machine. " — Treves. 

* # 
* 

Heinze, of Leipzig, has, as the result of extensive ex- 
perimentation along the line developed by Schleich in the 
matter of iniiltration anaesthesia, found that instead of 
cocaine or morphine, both of which have more or less gen- 
eral toxic influence, even when used in the quantities for, 
and by the method of, local anaesthesia; and also have more 
or less of an irritating influence, that what is known as beta 
eucaine is superior to other products used for this purpose. 
A solution is made in normal salt solution: and the strength 
may be varied from one to five per cent., and upwards, ac- 
cording to the degree and lasting effects of the anaesthesia 
desired. This normal salt solution of the drug permits of 
thorough sterilization by boiling — a distinct advantage, as 
the possibility of adventitious or direct infection is entirely 
obviated. There, further, seems to be no irritation of the 
tissues in the employment of this mode of producing local 
insensibility. 

* 

* 'The question is full of difficulty. Every one admits 
the power of mental impulses in nervous diseases; admit's 
nature's healing force that so often cures without any atten- 
dance at all; and admits that it would be wrong to forbid all 
recourse to any aid. But this much being conceded,are we to 
admit also that any person should be entitled to take charge 
of the sick merely because he pretends to act under reli- 
gious beliefs and to abstain from using those remedies and 
methods arrived at by study and investigation i Are we to 
punish the physician who fails to report yellow and scarlet 
fevers, diphtheria, and other contagious disorders, and al- 
low a person who boasts his ignorance of medical and sani- 
tary science to treat and conceal such cases? The Christian 
scientist, in his madness or worse, says that there is no dis- 
ease but only fear or loss of relation to God, which he in his 
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blasphemy undertakes to restore, providing he is paid for 
his services. What, then, would his death certiticate bey 
Would it be that Jones was permanently scared? What 
would his report of a contagious disease be? That Brown 
has a panic, which is likely to spread?" — Remarked by W. 
A. Purrington, a New York lawyer— Ma )i daughter* Christian 
Science and the Law: (Med. /tec.). 

* * 
* 

It cannot be claimed that much advance has been made 
in the treatment of typhoid fever in the last twenty or thir- 
ty years, except in the matter of controlling high tempera- 
ture by the means of baths. Our treatment otherwise is 
still * 'expectant" — that old bugbear term and method the 
profession as a whole has tried hard to get away from. It 
may be that the new century will have something in store 
for the workers in this path. 

* 

The English government has recently appointed a 
strong commission to proceed to India for the purpose of 
studying and reporting upon the great plague, scourge that 
has been in action now for some time. The principal work 
of the commission will be to study the origin of the different 
outbreaks of plague; the manner in which the disease is 
communicated; and the results of certain more or less valu- 
able toxins that have been tried or recommended for the 
disease. 
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AN AMERICAN TEXT-BOOK OF GYNECOLOGY, MEDICAL 
AND SURGICAL. For Practitioners and Students. By Henry 
T. Byford, M. D., J. M. Baldy, M. D., Edwin B. Cragin, M. D., 
J. H. Etheridge, M. D., William Goodell, M. D., Howabd A. 
Kelly, M. D., Florian Krug, M. D.. E. E. Montgomery, M. D., 
William A. Pryor, M. D., George M. Tuttle, M. D. Edited by 
J. M. Baldy, M. D. Second Edition, Revised, with 341 Illustra- 
tions in the Text, and Thirty-eight Colored and Half-tone Plates. 
Philadelphia: W. B. Saunders. 

A text-book differs from a treatise in being primarily 
for the use of the student. It is therefore not to be ex- 
pected that all methods of procedure will be exploited, 
but rather that there will appear a plain and easily under- 
stood statement of what is considered by the author to be 
the best description of conditions, the most probable etiol- 
ogy and pathology and the most feasible method of treat- 
ment. Dogmatism in the author, being, presumably, a man 
of experience and good common sense, is excusable, in fact 
it is commendable, for without marked individuality he 
should not presume to teach. 

The American text-book is written by ten gynaecologists 
of recognized experience and ability. The editor possesses 
the happy faculty of combining their united efforts into a 
homogeneous work which admirably fulfills the purpose for 
which it is intended. All statements do not meet with our 
personal approval, but in the main the work is an excel- 
lent exponent of the present state of gynaecology »as practiced 
in America. 

The various methods of gynaecological examination are 
well described and illustrated. There are, however, too 
many directions given for passing the uterine sound and we 
regret to see a favorable mention of the uterine elevator. 
The use of tents is obsolete and their description has no 
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place outside of historical treatises. Digital dilatation of 
the urethra, we are told, "has been made use of frequently 
but it is unjustifiable.'* If this is a fact, and we believe it 
is, the suggestion is made that illustrations and description 
of this method are superfluous. The technique of gynaeco 
logical operations is reasonably complete. No objection 
can be made to the recommendations offered. The subject 
of subcutaneous and intravenous infusion is practically and 
very properly considered. 

The chapter on menstruation and its anomalies is well 
written and complete. The statement that "all cases of 
amenorrhea must be carefully examined even under anes- 
thesia" is unfortunate if it is meant that a vaginal examina- 
tion should be made. The direction to carefully interro- 
gate the heart, lungs, kidneys and indeed all organs and 
functions of the body is most excellent advice. The chap- 
ter on sterility is imperfect and incomplete. The use of 
the intra-uterine stem pessary for flexions, and of cauteriz- 
ing applications for inflammation, are methods which, if 
mentioned at all, should be condemned. Anomalies of the 
female generative organs have a brief but clear description 
and are well illustrated. The consideration of genital tuber- 
culosis is a new and valuable addition to gynaecological lit- 
erature. 

The chapter on diseases of the vulva and vagina is ex- 
cellent and well illustrated. The effects of venereal diseases, 
especially syphilis, in modifying local conditions are very 
properly considered,' but gonorrhoea might advantageously 
have received more attention if not a separate chapter. 

The treatment of endometritis is well considered. The 
use of caustics is forcibly condemned. The matter is summed 
up in the following sentence: "To treat patients by zinc 
chloride, carbolic acid, electricity or other escharotics, is to 
produce a more or less extensive slough, retained to become 
putrid, and is to create a surface deprived of that protect- 
ing epithelial covering which is the organ's sole defence 
against the inroads of pathogenic germs: and they do this 
in an unclean way, with no provision for drainage." 

As regards curettes we are told: "The dull curette at 
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best scrapes off only the epithelial and softer external por 
tions of the mucosa and opens up the lymph channels. Thus 
its use may be harmful; for if a septic infection be local and 
the epithelium of the rest of the organ has sufficient re- 
sistant power against the cocci the procedure but removes 
this sole protection against a general infection without go- 
ing sufficiently deep to remove the cocci, and thus creates 
for the germs a new field for extension." 

Two or three pages are devoted to the consideration of 
curettage in acute pelvic inflammations and its importance 
is insisted upon in a convincing manner. The inadvisabil- 
ity of abdominal section under the adverse circumstances 
incident to acute inflammation is well set forth. Electrical 
treatment of endometritis is denounced. It is said regard- 
ing it: — "Today, in the critical light of modern research and 
the generous distribution of knowledge, it exists, not because 
of true merit, but through the timidity of suffering woman- 
kind, who grasp at the hand offering relief without operation. " 

Lacerations of the cervix are well illustrated and de- 
scribed. Proper cases for operation are shown and the in- 
dications for Sehroeder's operation are given. Emmet's 
latest perineorrhaphy operation is recommended and well 
explained by wood cuts and an easily understood descrip- 
tion. It seems unfair to mention no other method especially 
when, in the immediate operation vaginal sutures are so eas- 
ily applied and give such good results. It is not good 
teaching to say that the immediate operation may be delayed 
twenty-four hours. Further on in the book we lind a de- 
scription of the methods of Hegar and Tait, the former 
being recommended for rectocele and the latter only in case 
of patulous vulvar orifice without rectocele. For the sec- 
ondary operation for complete tear, it is advised to sew the 
severed ends of the sphincter muscle with catgut to be held 
in place by two silk-worm gut sutures introduced on the 
skin surface and passing through the torn end of the sphinc- 
ter. The other sutures are to be passed, some within the 
vagina and others through the skin. The timely advice is 
given to stretch the sphincter or divide its fibres with a 
tenotomy knife to prevent undue contraction. 
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The chapter on genital fistulae is satisfactory but an un- 
fortunate oversight of the proof-reader has allowed an ad- 
ventious line to escape attention on page 263. 

Distortions and malpositions of the uterus are discussed 
in a scientific manner. Anteflexion is to be treated, not by 
pessaries but by dilatation, curettage, boric acid douche, 
and iodoform gauze packing "to give the woman a new cy- 
togenetic membrane." Where the cervix is hypertrophied, 
antero-posterior section is advised and illustrated. Lateral 
flexions are said to be generally the result of some inflam- 
matory lesion outside of the uterus. Replacement of the 
retroflexed uterus is advocated by knee-chest position and 
manual reposition. We endorse the following statement: — 
4 'Rare indeed must be the cases in which they fail when prop- 
erly tried." It is stated that the uterine repositor and sound 
should be used only in cases of free retroposition "when 
there is no septic focus in the uterus, peritoneum, tubes or 
ovaries." Pessaries, we are told, should be used in rare 
cases only — practically never. Nevertheless, several illus- 
trations and some ten pages are devoted to the considera- 
tion of these procedures which, in our judgment, should be 
totally condemned. 

The operations mentioned are Pryor s posterior vaginal 
section, the methods of Wylie, Baer, Dudley and Alexander 
for shortening the round ligaments and ventro- suspension, 
all of which are judiciously advocated and consistently and 
clearly described. There is a good explanation of the produc- 
tion of rectocele and cystocele: the operations of Sims and 
Stoltz for the latter condition are the only ones mentioned. 
The description of malignant disease of the female gen- 
italia includes the removal of uterine carcinoma by the gal- 
vano-cautery after the method of Byrne. In connection 
with benign uterine neoplasms there is a description of 
Baldy's operation for total intra-abdominal amputation of 
the uterus which is well illustrated. The consideration of 
ergot and electricity is interesting and well explained. A 
typographical error appears on page 460. 

The description of pelvic inflammation includes very 
properly all the inflammatory pelvic diseases which involve 
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the tubes, the ovaries, the pelvic cellular tissue — all the 
conditions which are called salpingitis, pyosalpinx, ovarian 
abscesses, perimetritis, peri-uterine phelgmon, pelvic ab- 
scesses, pelvic cellulitis and pelvic peritonitis. The article 
is replete with common sense ideas and the plan of treat- 
ment recommended is rational. It seems to us to be going 
too far to assert that all pelvic inflammation is connected 
with the peritoneum. It is stated that in several hundred 
cases no abscess of the cellular tissue was observed. Possi- 
bly if these operations had been performed during the puer 
perium or immediately following abortion the results would 
have been different. The operations for vaginal hysterec- 
tomy are well described and illustrated. 

The chapter on ectopic gestation merits unqualified 
praise. It is the best description we have ever read. The 
connection of hsematocele and pelvic hematoma is well ex- 
plained. The chapters on diseases of the ovaries and the 
diseases of the urethra, bladder and ureters are excellent. 
The chapter on the after treatment of gynaecological opera- 
tions is timely. It is unfortunate that the consideration of 
sinus and fistula does not include counter-drainage by the 
vagina which we have often found of much service. 

D. L. 



BURDETTS HOSPITALS AND CHARITIES 1898. Being the 
Year Book of Philanthropy and the Hospital Annual. By Sir 
Henry Bfrdett, K. 0. B., London: The Scientific Press (Lim 
ited). 

We have had occasion, in former years, to review this 
large statistical book of hospitals, and charities more or 
less directly connected therewith. We have always felt 
that the author and compiler had accomplished a work the 
value of which conld not be either sufticiently or extensively 
enough appreciated. 

But a book of this kind wonderfully opens one's eyes to 
the great effect of civilization in the matter of caring for 
the sick, the helpless and the dependent. 

Apace with the progress of the civilized world walks Char- 
ity — it is indeed the very natural outcome of an upwardly 
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progressive life. And thus do we see the multiplication of 
hospitals and all kinds of invalids' retreats. A municipal 
or religious hospital is now, it seems, to be found in every 
town in England and America having any pretension as to 
size, or central influence: and while it is the purpose of this 
work of Sir Henry Burdett's to gather informal ion touch- 
ing all such, it is manifestly impossible so to do. The book 
aims to give general and detailed information of the leading 
centers of the English-speaking world, and so far as such 
knowledge can be obtained it here appears in proper form. 

A large amount of information upon hospital expense 
and management is also embodied in the book. 

All those seeking knowledge of the character above al- 
luded to cannot well avoid this annual series of well edited 
facts. 



AN AMERICAN TEXT BOOK OF THE DISEASES OF CHIL- 
DREN, INCLUDING SPECIAL CHAPTERS ON ESSENTIAL 
SURGICAL SUBJECTS, ORTHOP(EDICS, DISEASES OF 
THE EYE, EAR. NOSE, AND THROAT. DISEASES OF 
THE SKIN; AND ON THE DIET, HYGIENE. AND GEN- 
ERAL MANAGEMENT OF CHILDREN— By American teach- 
ers. Edited by Louis Starr. M. D, Consulting Pediarist to the 
Maternity Hospital, Philadelphia ; late Clinical Professor of Dis- 
eases of Children in the Hospital of the University of Pennsylvania; 
etc. Assisted by Thompson S. Westcott, M. D , Instructor in Dis- 
eases of Children, University of Pennsylvania; Visiting Physician 
to the Methodist Episcopal Hospital. Second edition revised. 
Philadelphia : W. B. Saunders, 1898. 

This work, which is one of the most comprehensive 
text-books on the subject, has been compiled by a large 
staff of collaborators most of whom are well known to the 
profession through their contributions to current literature 
or from their connection with medical colleges. The work 
has been revised; much of the original text entirely re- 
written and a number of new articles have been added. 
The necessity for such extensive changes, in order, as the 
editor states, to bring the work up to date, is an indication 
of the rapid progress made in this important field of medi- 
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cine during the brief period of four years since the ap- 
pearance of the first edition. 

One of the most important additions is the chapter on 
modified milk and percentage milk mixtures, a method of 
infant feeding originated by Dr. Roach, of Boston. The 
subject is presented by Dr. Thompson S. Wescott in a brief 
but practical manner. The author gives several methods 
by which the principles involved in the production of defi- 
nite percentage mixtures may be applied to home modifica- 
tion; his own favorite method consits in using whole milk 
as a basis of the mixture and making up the fat-value with 
additional cream. 

The chapter on lithaemia is new, and is a valuable con- 
tribution to paediatric literature. Dr. Kachford's observa- 
tion upon this condition as it occurs in infancy and childhood, 
would seem to offer a plausible explanation of some of the 
obscure troubles of this period of life. The chapter on 
diarrheal diseases by Dr. Vaughan is one of the best con- 
tributions in the work. Dr. Vaughan has adopted a new 
classification of these diseases founded upon what he re- 
gards the most important etiological factors. To the so- 
called Summer Diarrhoea, he has given the name of * 4 Milk 
Infection." He believes he is justified in adopting a new 
nomenclature because of the advance in our knowledge of 
the causation of these diseases, and in advance denies any 
imputation regarding such charges as a desire on his part 
to introduce a novelty. 

The American Paediatric Society in 1H98 appointed a 
committee to revise the nomenclature of the diseases of the 
gastro-enteric tract so that identical names would be used 
by physicians in different parts of the country, and thereby 
facilitate the investigation and study of these diseases. 
Our advanced knowledge regarding the etiology and pathol- 
ogy of these diseases may justify the adoption of a new 
nomenclature but for the same reason such obsolete and un- 
meaning terms as "Mucous Disease" and "Dysentery" 
should not have a place in the same work. The section on 
Orthopaedics is a valuable addition, although necessarily 
limited in its scope. 
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The selection of a large staff of collaborators, with 
special reference to their qualifications to treat the individ- 
ual subjects in a manner which would render the work as a 
whole authoritative and of equal merit throughout, is cer- 
tainly a difficult task. The editor in this instance has sue 
ceeded in producing an excellent work and one that affords 
less opportunity for criticism than most works of this 
character. 

The book is so written as to be admirably adapted to the 
needs of the medical student; it gives him the best possible 
material in a most concise manner so that he can in his ex 
tremely limited time master the subject. The practical 
points in the subject-matter stand out with distinctness; 
there is no verbosity. No reference is made to medical 
journals and other authorities, which are chiefly of interest 
to those engaged in research. 

L. B. 



THE CARE OF THE BABY. A Manual for Mothers and Nurses, 
Containing Practical Directions for the Management of Infancy and 
Childhood in Health and in Disease By J. P. CRozer Griffith. 
M. D. . Clinical Professor of Diseases of Children in the Hospital of 
the University of Pennsylvania; Physician to the Children's Hospital, 
to the Methodist Episcopal Hospital, and to St. Agnew's Hospital, 
Philadelphia; Member of the American Pediatric Society and of the 
Association of the American Physicians. Second Edition. Re- 
vised. Philadelphia: W. B. Saunders. 

The second edition of this valuable little 1 work, re- 
vised and amplified, should be welcomed by the profession, 
and indirectly by those who are fortunate enough to soon 
assume the pleasures and responsbilities of motherhood. 
The physician can, with impunity and satisfaction, place this 
book in the hands of the young mother. The work relates 
to the Signs, Disorders ani Management of Pregnancy: 
Preparation for Confinement: The Management of the New 
born: The Toilet, Feeding, Sleep, as well as many invalu- 
able facts concerning the Growth, Exercise, Physical, Men- 
tal and Moral Training of the Baby. 

The portion of the work relating to the sick baby, with 
a concise treatise on the acute infections and illnesses of 
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babyhood, is very instructive and strives to teach and famil- 
iarize rather than direct the management, which, as the au- 
thor particularly states, must be under the supervision of a 
competent medical man. 

F. B. E. 



A TEXT-BOOK OF PATHOLOGY, by Alfred Stengel, M. D., 
Instructor in Clinical Medicine in the University of Pennsylvania ; 
Professor of Clinical Medicine in the \Yonian 4 s Medical College ; 
Physician to the Philadelphia Hospital; Physician to the Children's 
Hospital, Philadelphia, etc. With 372 illustrations Philadelphia : 
W. B. Saunders. 1898. 

In writing this book the author, who is not a pathologist 
in the limited sense of the word, has attempted to present 
the subject of Pathology in as practical a form as possible, 
"and always from the point of view of the clinical pathol- 
ogist." The pathology of the skin and of the organs of spe- 
cial sense is not included; methods of technical examination 
and controversial matter are also largely omitted and there 
is no bibliography. 

The book is divided into two parts, general and special. 
The former is divided into eight chapters: The etiology of 
disease, disorders of nutrition and metabolism, disturbances 
of the circulation of the blood, retrogressive changes, in- 
flammation and regeneration, progressive tissue-changes, 
bacteria and diseases due to bacteria, animal parasites 
and diseases caused by them. Special pathology is 
cohsidered in fourteen chapters in the following order: 
Diseases of the blood, diseases of the lymphatic tissues, of 
the circulatory system, of the respiratory system, of the 
gastro- intestinal tract, of the ductless glands, the urinary 
organs, the reproductive organs, of the bones, of the joints, 
of the voluntary muscles, of the brain and its membranes, 
of the spinal cord and its membranes, and of the peripheral 
nerves. 

The index which occupies thirty-eight pages is full and 
complete. The illustrations, many of which are original, seem 
in general to be all that could be desired. The text is well 
proportioned and the language clear and terse. The proof- 
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reading has been thorough and the book contains but few. 
if any, glaring misprints. The form of the book is conven- 
ient and the publisher's work excellent. 

The reviewer can only speak of this text-book in words 
of commendation. There have been altogether too many 
hastily constructed and incomplete books on pathology by 
teachers of this subject published in this country of late. 
Books of the latter sort throw discredit on American medi- 
cine as a whole and the necessity for better guides to the 
study of pathology is forcibly emphasized and admirably 
tilled by the book under consideration, which is w T ritten by 
a clinician. It is believed that the insertion of brief state- 
ments concerning pathological physiology in connection 
with the subjects of general pathology, and elsewhere, serve 
to raise the value of this work for students of medicine. It 
is confidently believed that this volume will tind a welcome 
place in the medical colleges as a guide for systematic- 
recitation courses in pathology: supplemented by critical 
remarks on the part of the teacher and with careful directions 
to further reading in the library such a course, coupled 
with proper laboratory work, cannot fail to arouse in the 
student the necessary interest and enthusiasm in this funda- 
mental branch of medicine. 

L. H. 



THE PHYSICIANS VISITING LIST FOR 1899. (Lindsay & 
Blakiston's). Forty-eighth year of its publication. P. Blakis- 
ton's Son & Co., Philadelphia. 

This well known visiting list is issued in four sizes: for 
twenty -live patients, single vol. : for fifty patient's, single or 
double vols. : for seventy -live or one hundred patients, double 
vols. It contains the usual ready reference pages and is 
one of the most convenient and neat pocket lists issued. 

J. M. P. 



A POCKET MEDICAL DICTIONARY. By George M. Gould, 
A. M. . M. D. A New Edition, Entirely Rewritten and Enlarged, In- 
cluding over 21,000 words. Philadelphia: P. Blakiston's b'on & 
Co. 1898. 

Dr. Gould's medical dictionaries are known the wide 
world over, and have come, in many places, to entirely sup- 
plant those of all other compilers. Brevity and authentici- 
ty is characteristic of the little pocket edition under con- 
sideration. It is convenient in size, leather-bound, and will 
be found a desirable companion by the busy doctor. 
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VOL. IX. FEBRUARY, 1899. NO. 5. 

CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Pat ton, M. D., Professor of Internal Medicine, 
Chicago Policlinic. 

PULMONARY TUBERCULOSIS. 

Clinical history.— (Continued). 

Chronic pneumonic tuberculosis (chronic ulcerative tuber- 
culosis, fibro-caseous tuberculosis). This form of the disease 
constitutes the great majority of the cases of pulmonary 
tuberculosis in which caseation and excavation occur. 
While the lesion is primarily tubercular, in nearly all cases 
it ultimately becomes a mixed infection, and some of the 
best known and most troublesome features of the disease 
are due to secondary infection with pyogenic organisms. 

The lesions of this variety of tuberculosis show great 
variety in nature and distribution. Broncho-pneumonia, 
miliary tubercles which are disseminated either by the air 
passages or the vessels, sclerosis, caseation and excavation 
are the chief changes. The formation of cavities in this 
disease is favored by the occurrence of secondary infection 
(Prudden). Tubercular changes in the bronchi, bronchial 
glands, pleurae, and in the other organs a^ tissues of the 
body are frequent. Tubercular laryngitis is common in this 
form of the disease. 
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The onset of chronic pneumonic tuberculosis is very 
varied. It may come on insidiously, and marked changes 
may have occurred in the lung before any symptoms de- 
velop. Again, the same insidious invasion is accompanied 
only by symptoms of anaemia and gastric disturbance, par- 
ticularly in young females, or there may be irregular fever 
simulating malaria. In any of these types if the tempera- 
ture is watched it will usually be found from one-half to one 
degree above normal in the afternoon or evening. A per- 
sistent temperature of this kind is suspicious of, but does 
not necessarily indicate, tubercular infection. 

In many cases there is a history of repeated attacks of 
bronchitis which gradually become prolonged, or a winter 
cough may be protracted through the summer and be ac- 
companied by emaciation and night sweats. This is a fre- 
quent history following influenza bronchitis occurring dur- 
ing the winter or spring months. Many cases present no 
history but that of a more • or less constant cough which is 
dry and not troublesome. They will often not acknowledge 
a cough unless closely questioned. 

There is, at times, a history of one or more attacks of 
pleurisy, either dry or with effusion; the pleurisy has disap- 
peared, but following it there is a history of cough, fever, 
night sweats and emaciation. 

In some instances the larynx is the primary seat ofthe 
disease, though usually it is involved secondarily. There 
may be laryngeal irritation and cough, mucoid expectora- 
tion, huskiness and aphonia. 

Haemoptysis may be the first symptom in some cases. 
There may be marked haemorrhage followed within a short 
time by signs of lesion in the lung, or the haemorrhage may 
be slight and the interval before lung symptoms develop 
may be long. In other cases there is repeated slight haem- 
orrhages. In many cases when any considerable haemor- 
rage occurs there is already disease of the lungs. Haemor- 
rhage is present in from sixty to eighty per cent, of the 
cases of pulmonary tuberculosis (Osier).* In most cases 

♦Strieker's percentages for soldiers are: without special cause. 86.8 percent, 
tuberculous; after exercise, 74.4 per cent, tuberculous; after swimming or direct 
njury to the thorax, one-half not tuberculous. 
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it recurs, and may be a prominent feature (hemorrhagic 
phthisis). The bleeding is usually sudden, the first intima- 
tion the patient has of it is a salty, warm taste in the mouth. 
The haemorrhage may come on while coughing but more 
often does not. The amount is usually small especially in 
the early history of the case. [In 69 per cent, of 4,125 cases 
of haemoptysis in the Brompton Hospital the quantity of 
blood expectorated was less than one-half of an ounce.] 

Cervical or axillary tuberculous adenitis may precede 
by months or years the development of pulmonary lesion, 
though in some cases the development of the two conditions 
is coincident. 

Pain is frequently complained of and is usually con- 
nected with pleurisy. It is most often felt in the lower and 
lateral regions of the chest, or beneath the upper portion of 
the scapula. 

Cough is a very variable symptom. It may be dry and 
hacking at first, later it is loose, with muco-purulent expec- 
toration. It may be paroxysmal if there are cavities. Par- 
oxysmal morning cough may be followed by nausea and 
vomiting. 

The respiration is usually increased, somewhat in pro- 
portion to the amount of tissue involved and to the degree 
of fever. It may be 26-30 per minute during the exacerba- 
tion of all symptoms which attend the invasion of new areas 
of lung tissue by broncho-pneumonia. Dyspnoea is not 
common even when considerable lung tissue is involved, ex- 
cept in chronic cases with marked sclerosis and a weak 
heart. Nervous dyspnoea may be troublesome at times. Cy- 
anosis is rare except where miliary tubercles invade the 
sound portion of a lung partly crippled by chronic disease. 

Fever is an almost constant element of the clinical his 
tory of chronic tuberculosis. There are apyrexial periods, 
and in arrested tuberculosis fever will be absent. As a rule 
it is a fair indication of the activity of the process in the 
lungs. Every variety of range is exhibited. In the early 
stage or in quiescent cases the fever may range from 98 to 
99° F. As the disease advances and softening occurs, the 
fever will range from 99 to 101 u F., the morning remission 
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may be as low as 97^ F. A sudden and maintained eleva 
tion of lnrMn:-**" F. is indicative of a new area of lobular in- 
flammation or a new tract of miliary infiltration. Whatever 
type the temperature may exhibit it may maintain this type 
for weeks or months at a time if there are no disturbing el- 
ements.* Towards the termination of a fatal case the tem- 
perature may be subnormal for a day or two. The cases 
exhibiting the most irregular and fluctuating temperature 
are those in which secondary infection exists. 

The pulse is very variable. It is rapid with consider- 
able fever or with extension of the disease. According to 
Wilson Fox it is influenced more by the patient's strength 
than by the degree of fever. 

The quickest pulse is usually observed in the morning 
(Smith, Fox). There is no reliable relation between the 
pulse and the respiration. Nervous influences affect the 
pulse greatly. In the late stages the pulse is very rapid 
and of low tension. Pseudo-angina and palpitation are fre- 
quent. According to Powell palpitation is most frequent in 
patients with considerable retraction of the left lung. 

Night sweats occur in most cases though some patients 
escape entirely. They occur towards morning when the 
fever drops, or at any time when the patient sleeps there 
may be sweating. Sweating may appear early and be per- 
sistent, but its appearance usually coincides with the begin- 
ning of softening. The severest sweating may disappear 
late in the disease without any reference to treatment. 

Emaciation is usually progressive as long as the pro- 
cess in the lung is advancing, though increase in weight 
may occur while the disease is progressing if the patient's 
nutrition is forced. As a rule stationary or increased 
weight is a sign of quiescence of the disease. 

Gastric crises may occur, especially in neurotic subjects 
and insane delusions and halucinations are sometimes pres- 
ent. 

Diarrhoea may occur early from errors in diet. Occur- 
ing late in the disease it is indicative of intestinal ulceration. 

'Maragliano, Stern and Erhman believe that hectic fever Is due to secondary 
infection ahd not to tubercular infection. Fowler dissents strongly from this view. 
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Constipation may. be troublesome at times. Anal fistula 
usually occurs late in the disease and is much more common 
in males than in females. 

Symptoms and diagnosis. — In miliary tuberculosis 
besides the dyspnoea, cyanosis and peculiar type of fever, 
we have the physical signs of bronchitis combined with those 
of a varying degree of empysema, and, perhaps, those of 
irregular areas of broncho-pneumonia. The percussion note 
may be irregularly dull at the base; in the anterior regions 
of the chest it may be hyper -resonant. Sibilant, sonorous, 
and fine mucous and subcrepitant rales may be present. 
Pleuritic crepitations may occur from local tubercles (Jtir- 
gensen). High-pitched, tubular breathing may be heard at 
the base of the lungs; in front and above the breathing may 
be low in pitch and expiration may be somewhat prolonged. 
Daily alteration in the percussion pitch may be due to the 
re-expansion of collapsed areas (Eustace Smith). Miliary 
tuberculosis associated with chronic lesion of the lungs may 
present few recognizable alterations in the physical signs. 

The degree of dyspnoea and cyanosis; the temperature 
range; together with the discrepancy between the physical 
signs and the general condition of the patient are important 
aids in diagnosis. Bacilli are often absent from the sputum, 
and frequently there is no sputum. Choroidal tubercles 
may be present, and signs of meningeal tuberculosis or other 
forms of general infection will aid in the diagnosis. When 
the lung is involved in connection with acute general tuber- 
culosis the case may resemble typhoid fever, but the tem- 
perature is less regular, may assume the inverse type or may 
be sub-normal in the morning. The Widal test may decide, 
though a negative result in the first four or five days does 
not exclude typhoid fever. 

Acute bronchiolitis in children and after measles or 
whooping-cough, may resemble acute miliary tuberculosis of 
the lung. The temperature range is more irregular in mil- 
iary tuberculosis, and in bronchiolitis the correspondence 
between the dyspnoea and the degree of pulmonary involve- 
ment is more evident. 

Fibroid tuberculosis. The symptoms of this form of tu- 
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berculosis are those of sclerosis of the lungs with which it 
is clinically identical. In some cases there is an alar or 
pterygoid conformation of the chest (Galen, Aretseus) char- 
acterized by winged scapulae, oblique ribs, increased length 
of chest, depressed shoulders and diminished anteroposte- 
rior diameter of the thorax. The costal interspaces are de- 
pressed and the inferior ones show inspiratory recession. 
The lateral expansion is diminished, the movement being 
mainly perpendicular. Depression of the supra and infra- 
clavicular spaces is present and the sterum may be de- 
pressed. The heart may be displaced and epigastric pulsa- 
tion may be present. The vocal fremitus may be increased 
or diminished, depending on the degree of induration, its 
proximity to the surface and the degree of emphysema pres- 
ent. Moderate induration and emphysema may give more 
marked fremitus than a more solid and airless portion of the 
lung. 

The percussion note may be high-pitched and hard, or 
resonant from emphysema. The respiration is weak- with 
prolonged, high-pitched expiration. Wavy, interrupted or 
cog-wheeled respiration may be present. Fine, crackling 
rales may be heard in various portions of the lungs. If cav- 
ities are present they are usually dry and present the usua 
signs which are apto hav te an amphoric character. These 
changes in the lung are most marked in the apices. Retrac- 
tion of the apex below the upper level of the clavicle with 
signs of induration is decidedly indicative of tubercular dis- 
ease. Local changes with collateral emphysema may be 
difficult to detect. 

Repeated examinations of the sputum may fail to show 
bacilli, but sooner or later they can usually be found. In 
primary or secondary basic tuberculosis of a fibroid nature 
the diagnosis may be difficult, the only positive proof of its 
nature being the presence of tubercle bacilli. The pres- 
ence of old lesions in the apices may aid in the diagnosis. 
In chronic miliary tuberculosis of the lungs associated with 
mesenteric or intestinal tuberculosis the physical signs may 
be very indefinite. 

Acute pneumonic tuberculosis. In the lobar form the physi- 
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cal signs may be those or ordinary pnetimonia, i. e., dullness, 
bronchial breathing and bronchophony. Pleuritic friction 
may be present. The breath sounds may be feeble or, at 
times, absent. The diagnosis may be aided by a more re- 
mittent temperature than is common in pneumonia. The 
absence of crisis; the presence of rapid pulse, sweating, 
emaciation, muco-purulent expectoration, and, sooner or 
later, the presence of bacilli in the sputum will establish 
the diagnosis. The diagnosis must often be necessarily de- 
ferred till after the acute stage. Fowler remarks that ' 'These 
cases are of very rare occurence, and any one who feared 
that every case of ordinary pneumonia he observed might 
prove to be of this nature would by his unusual alertness 
do more harm than good." 

In the lobular or disseminated form of the disease the 
first signs may be fine, crackling, metallic rales at the apex, 
just outside of the nipple, or diffuse rales all through the 
lungs. Local signs of consolidation, particularly breathing 
of a bronchial character and bronchophony may be heard, 
but if the consolidated area is not near the surface of the 
lung these signs are indefinite. Several disseminated areas 
of consolidation can sometimes be made out. If cavities are 
present they will manifest the usual signs. 

The diagnosis rests on the presence of bacilli in the spu- 
tum, or of elastic tissue if the lung is breaking down. Or- 
dinary broncho-pneumonia in children may, when attended 
with dilation of the tubes, be indistinguishable from tuber- 
cular pneumonia. If the sputum cannot be obtained it is 
well to withhold opinion as to the exact nature of the case. 

Chronic pneumonic tuberculosis. The subjects of this 
form of the disease present the pale, loose, dry skin, blue 
veins, flushed cheeks, pearly conjunctivae and pale mem- 
branes which make up the composite general appearance 
popularly known as "consumptive-looking," which, taken 
with the clinical history, is often almost sufficient for a di- 
agnosis. 

Cough, which is one of the earliest symptoms, varies 
greatly in character and constancy. In some cases there may 
be little or no expectoration. The early history of fibrous, 
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miliary, or caseous tuberculosis without softening is much 
more likely to show expectoration than is that of chronic 
pneumonic tuberculosis. When bronchitis precedes the dis- 
ease the expectoration is likely to be profuse. In the early 
stages it may consist of viscid, glairy, or watery mucus; 
later it contains small gray, greenish, purulent masses. If 
softening has occurred the sputum is muco-purulent and 
yellow or greenish in color and may contain flattened 
masses (numular sputum). Sputum of this kind is likely to 
come from cavities and has been considered characteristic 
of phthisis, but it may be present from chronic bronchitis. 
This sputum is heavy and sinks in water, a fact of much 
concern to some patients. The character of the sputum is 
changed by haemorrhage, gangrene, bronchiectasis and vari- 
ous other associated conditions. 

The sputum should be examined in every case for tu- 
bercle bacilli. They are most apt to be found in the small 
gray or yellowish-green masses found in the sputum. The 
examiner will use whichever of the various methods of 
staining that appears to him to be the most convenient 
and reliable. There is no constant relation between the 
number of bacilli and the activity of the process in the lung, 
nor does the continued presence of bacilli necessarily mean 
that the disease is progressing actively. As a rule diminu- 
tion in the amount and purulency of the sputum and in the 
number of the bacilli indicates a lessened activity of the 
disease. 

Elastic tissue is an important element in phthisical 
sputum at times. It may come from the bronchi, alveoli, 
or from the arterial wall. That from the bronchi presents 
as a long net- work or as three or four long fibers lying close 
together; that from the alveoli shows bunched fibers with a 
curled or alveolar arrangement; that from the arteries may 
show as a sheet of fibers. In order to examine the fibers 
place some of the purulent material upon a glass plate 
about four inches square and press it out into a thin 
layer with another plate about three inches square. Shown 
against a black background the elastic tissue appears as 
grayish-yellow spots which can be removed to an ordinary 
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slide for further examination. (Andrew Clark's method.)* 

The curved and alveolar arrangement of the fibers is 
the most reliable evidence of destructive processes which 
are almost always due to tuberculosis. This method, how- 
ever, is of less importance than formerly, owing to the 
more definite, reliable, and earlier information given by the 
presence of bacilli. Calcareous fragments are sometimes 
expectorated along with the sputum. 

According to Cabot the red corpuscles of the blood are 
normal in pulmonary tuberculosis and the haemoglobin 
diminished. Stein and Erbmann show that leucocytosis 
is present under certain conditions. They think it is not 
connected with tubercular infection but is due to secondary 
infection. The physical signs of chronic pneumonic tuber- 
culosis vary with the stage and extent of the disease. 

Inspection. The conformation of the chest may be indi- 
cative of disease though this form of tuberculosis occurs in 
chests of any shape or build. In the earlier stages inspec- 
tion may be negative through a loss of expansion of the 
apices is noted very early in most cases. It is often best 
observed from behind the patient. As the disease progres- 
ses there is retraction of the supra- and infraclavicular re- 
gions, flattening and widening of the second and third in- 
terspaces below the clavicle, marked loss of motion and 
drooping of the shoulders. If the upper lobes are emphy- 
sematous the scapulae may be raised and the shoulders have 
an elevated appearance. The apex of the heart may be 
slightly raised, or displaced into the axillary region if much 
retraction of the left lung is present. When a considerable 
cavity has formed in the apex the chest wall from the second 
to the fourth interspaces will be markedly flattened especially 
if there is induration and contraction of the tissues around 
the cavity. 

Palpation is very important in the early stages. Slight 
increase in fremitus is obtained early. From the anatomical 
conformation and distribution of the right bronchus the 

♦Ken wick's method is to boil equal parts of sputum and a solution of caustic 
soda (20 grains to the ounce) for a few minutes, Let stand for 2* hours in a conical 
glass. Examine sediment, The centrifuge will facilitate this process. 
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right apex exhibits normally a better marked fremitus 
than the left apex If the fremitus in the left apex is equal 
to that in the right it indicates disease; if it is greater, the 
indication is all the stronger. We must remember that a 
local area of moderate fibrosis combined with some degree 
of emphysema may, through better conduction facilities, 
give more marked fremitus than an area more advanced 
toward caseation but less easily vibrated. When a cavity 
has formed at the apex the fremitus is markedly increased. 
Palpation of the apices and lateral regions often gives a 
clear idea of the relative expansion of the two sides. 

Percussion. Slight increase in the pitch of the percus- 
sion note over the clavicles or in the supra- or'infra-clavicu- 
lar spaces is one of the earliest signs of the disease. It is 
often best appreciated when the breath is held after a full 
inspiration. Loss of resonance above the clavicle from re- 
traction of the apex is often the earliest sign of a localized 
apical focus of disease. [There should normally be about 
a finger's breadth of resonance above the clavicle.] Dull- 
ness on firm percussion in the supraspinous fossae may be 
present before it is apparent in front. If a cavity is formed 
the percussion note will be high-pitched, short, wooden, and 
tubular or tympanitic if the cavity is empty and the sur- 
rounding tissue is indurated. If the cavity is near the sur- 
face the cracked-pot sound may be obtained. 

Auscultation. Increased vocal resonance is an early sign 
of consolidation. Usually there is the same relative differ- 
ence in the vocal resonance of the two apices as is found in 
the percussion pitch. The right apex often shows some in- 
crease in the vocal resonance without the presence of dis- 
ease. — that is, above the accepted normal standard. In- 
creased resonance is often best heard behind over the supra- 
spinous fossa or toward the point of the shoulder. Again, 
it may be best marked in the apex of the axillary space. 
Over a cavity the various sounds are cavernous or amphoric 
in character, and pectoriloquy may be obtained, often best 
heard with the whispered voice. 

The earliest change in the respiratory murmur is often 
a feebleness or partial suppression of the inspiratory sound 
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with prolongation of the expiration which is slightly higher 
in pitch than normal. Again, both sounds may be harsh 
and higher-pitched, the greatest elevation in the pitch being 
during expiration. Later, both sounds are much increased 
in pitch, the expiration is much prolonged and is tubular 
and blowing in character. Over areas of lobular consolida- 
tion bronchial breathing and bronchophony may be heard. 
In the tissue adjacent to the diseased areas wavy, interrupted 
or cogwheel breathing may be heard, especially if there 
is a tendency to fibrosis. It is often obtained in the lower 
and lateral regions of the chest. Over a cavity the typical 
breath sounds are cavernous in character, — a tubular, high- 
pitched inspiration followed by a prolonged, blowing ex- 
piration which is empty and tubular in quality and lower in 
pitch than the inspiration. The breath sounds may be 
markedly amphoric in quality. 

Fine, crackling, subcrepitant, localized rales may be 
heard early, or more diffuse, moist rales may be present. 
As softening progresses the rales become more numerous, 
larger, softer and liquid in character. When rales are in- 
distinct and doubtful in character they are heard more 
plainly with the respiration which follows the act of cough- 
ing. Gurgles and tinkling may be heard at times in cavi- 
ties. Large cavities in the left apex may present the 
heart sounds very plainly, or even a transmitted systolic 
murmur. Systolic gurgles and clicks may be heard in a 
cavity if it is near the heart. A large cavity with thin 
walls and fluid contents may give a succussion sound 
(Walshe). Cardio-respiratory murmurs, and pleuro-pericar- 
dial friction sounds are frequently heard. 

Areas of consolidation close to a large or dilated bron- 
chus may give'auscultatory sounds simulating those of a 
cavity in the lung tissue. Extensive retraction of the 
lower lobe with an emphysematous condition of the 
upper lobe may give auscultatory signs simulating those of 
a cavity in the'region of the interlobular septum. The lat- 
eral extension of these signs and the comparative condition 
of the two lobes v> ill differentiate. 

An absolute diagnosis may rest on the presence of ba- 
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cilli in the sputum. While our knowledge of the relation of 
this organism to tuberculosis of the lungs greatly facilitates 
our diagnostic ability in doubtful cases, it is often the case 
that great attention is given to the demonstration of bacilli 
to the neglect of careful study of the physical signs and clin- 
ical history which is even more necessary to a thorough 
appreciation of the individual case. 

Many cases of insidious advent can be diagnosed by the 
physical signs before eruption into the bronchial tract ex- 
hibits bacilli in the sputum. Again, bacilli are sometimes 
absent from the sputum when there is well-marked local 
evidence of disease. Even in cases of moderately acute 
bronchial invasion bacilli may be temporarily absent while 
the apical localization makes it certain that the process is 
tubercular. We occasionally see local catarrhs in the apex 
presenting rales but no change in percussion pitch; which 
show no bacilli and which get well without leaving any evi- 
dence of permanent disease. However, any local change in 
the apex presenting raise in the pitch of the percussion note 
should be regarded as tubercular until it is proven other- 
wise. 

In all cases of pulmonary tuberculosis bacilli will b6 
found sooner or later if sought for, and in primary basic 
tuberculosis or in secondary tuberculous processes engraft- 
ed on chronic non-tuberculous basic lesions, the detection of 
bacilli may be the only way of deciding the nature of the 
process. In fibroid lesions — syphilitic or otherwise — ac- 
companied with cavities the demonstration of the persistent 
absence of bacilli may be the sole means of proving the 
non- tubercular nature of the case. In cases with hsemor- 
rhagic onset the early presence of bacilli may decide the 
nature of the case long before any local change can be de- 
tected. 

Complications. — The complications which most of ten 
modify the course of pulmonary tuberculosis are pneumonia, 
bronchitis, pleurisy, pneumothorax, haemoptysis, laryngeal 
tuberculosis, peritonitis, albuminuria and diarrhoea. 

Pneumonia. Acute pneumonia is rare in pulmonary 
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tuberculosis. It is a dangerous complication and while re- 
covery may occur, the progress of the tuberculous lesion is 
hastened; markedly so if softening of the pneumonic area 
occurs. 

Bronchitis. The danger from bronchitis usually lies in 
its liability to cause broncho-pneumonia or extensive em- 
physema. When bronchitis is extensive it may be the di- 
rect cause of death. 

Pleurisy. The association of pleurisy with tuberculosis 
of the lung is frequent and its exact bearing on the history of 
the latter is not easy to define. Occurring early in the history 
of the case it gives, according to Osier, "a stamp of chronicity 
to the case." Serofibrinous effusion may be absorbed. 
Purulent or hemorrhagic effusions are very unfavorable. 
In general miliary tuberculosis, sero fibrinous effusions may 
be an expression of the general disease. 

In basic tuberculosis of the lungs the occurrence of 
pleurisy, if not purulent or hemorrhagic, may modify the 
activity of the tuberculous process in the lungs. 

Pneumothorax. The acute pneumonic form of tuberculo- 
sis is more apt to be complicated by pneumothorax than are 
the chronic forms. In rare instances of disease of the 
middle or lower lung the collapse of the lung incident to the 
occurrence of pneumothorax may limit the extension of the 
lesion of the lung. 

When tuberculosis is limited to one lung the occurrence 
of pneumothorax may not be immediately dangerous, the 
air may be absorbed and partial re-expansion of the lung 
may take place. When the opposite lung is extensively 
diseased the occurrence of pneumothorax is dangerous and 
may be fatal in a few minutes. (In 39 cases of death after 
pneumothorax, the average duration of life was 27 days. — 
Douglass-Powell.) In some cases life may be prolonged 
for years. 

Haemoptysis. In the early stages of tuberculosis the oc- 
currence of haemoptysis is not of immediate danger, in the 
later stages it is of grave import on account of the possibil- 
ity of pulmonary aneurism. According to Williams, the 
percentage of deaths in a series of cases of haemorrhage in 
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the various stages was: in the stage of infiltration, 13.95, 
in the stage of softening, 24.61; and in the stage of excava- 
tion, 67.74. 

Laryngeal Tuberculosis. This complication is generally 
unfavorable. It is usually of late occurrence. In cases 
where the lesion in the larynx is primary the course of the 
disease may be very rapid, while in other rare instances it 
may run a protracted course. The lactic acid treatment for 
laryngeal tuberculosis has modified the unfavorableness of 
the prognosis to some extent. 

Peritonitis. Any form of peritonitis constitutes a very 
^unfavorable complication of pulmonary tuberculosis. The 
most dangerous form is acute general peritonitis from in- 
testinal ulceration with or without perforation. General 
tuberculosis of the peritoneum is rarely recovered from as a 
complication of pulmonary tuberculosis. Chronic localized 
tubercular peritonitis is less dangerous than the previous 
forms. 

Albuminirva. The importance of albumen in the urine 
depends entirely on the cause as determined by careful 
analysis of the urine, and on the presence of changes in the 
vessels, heart, and other crgans. According to Fowler, in 
cases of albuminuria associated with pulmonary tuberculo- 
sis, amyloid disease of the kidney was piesent in 6.1 per 
cent., parenchymatous nephritis, or interstitial nephritis in 
6.7 per cent., and either miliary or caseous tubercles of the 
kidney in 6.5 per cent, of the cases. 

Diarrhea. Severe diarrhoea may be fatal in the late 
stages of pulmonary tuberculosis. It is commonly due to 
ulceration of the intestine, or to lardaceous disease. In 
either event the prognosis is very unfavorable. 

(To be continu3d.) 
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SURGICAL CASES.— Clinic of Alexander H. Fer- 
guson, M. D., C. M., Professor of Surgery, Chi- 
cago Post- Graduate Medical School. Reported 
by Raymond C. Turck, M. D. 
Case I. A. M., German, twice married, aged 35. 
Family History. Negative. 

Personal History. No previous serious disease or injury. 
Was married at 22, husband lived one year, after which she 
married again. Two years ago they separated. She then 
came to Chicago. Has never aborted; never been pregnant. 
No history of venereal disease. Since husband's separation 
she has been more or less melancholic. 

Present Trouble. Three months ago friends noticed 
signs of mental aberration. She began to be recklessly ex- 
travagant; had delusion of great wealth; imagined she gave 
away vast sums, and made immense purchases of useless 
articles. 

While formerly quiet and refined, became noisy, hilari- 
ous, and violent. Made secret accusations against people 
who never had been near her. Became morally depraved. 
Slept with a pet pug dog. Would steal from stores. At 
last was arrested for shop-lifting. Two weeks later a thor- 
ough examination was made, with Drs. Holland and Bacon 
in consultation. The pelvic examination revealed a large, 
soft, fluctuating mass filling left fossa, with a right ovarian 
cyst the size of an orange, and small fibroid on posterior 
fundus. Diagnosis of mental condition rested between a 
general paresis and a grave hysteria secondary to the pel- 
vic disease and family troubles. 

Operation. Oct. 18, 1898. Median abdominal incision. 
Patient in Trendelenburg position. Revealed large, left 
hydro-salpinx, with right ovarian cysts, and a myoma of 
the uterus, tubes and ovaries on both sides being practically 
destroyed. Uterus and appendages were removed en masse. 
Wound closed without drainage. 
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Patient made a beautiful physical recovery, but with 
no mental improvement, thus eliminating possibility of hys- 
teria, and showing dementia probably altogether indepen- 
dent of the pelvic disease. 

Case II. G. R., colored boy, age 13. 

Family History. Negative. Parents, brothers and sis- 
ters living and healthy. 

Perffjnn? History. Healthy until seven years ago, when 
fell from a horse, injuring right leg and knee. An abscess 
formed anteriorly, near tibial head, and opened spontane- 
ously lower down. Four years later another abscess 
formed, posteriorly, in calf muscles, which was opened and 
drained. Later an abscess developed in the knee-joint, 
which left the knee stiff; and later still another abscess 
came on the thigh, opening just below the trochanter major: 
another abscess in back, seemingly without spinal communi- 
cation or origin, opening directly above iliac crest. Has 
had night sweats, frequent chills, and fever. 

Present Trouble. Pain varying from dull, heavy to burn- 
ing, shooting form, began two months ago in abdomen, which 
was uniformly tender on light pressure. . Muscles of abdo- 
men tense. Pain diminished on deep palpation, increas- 
ing as pressure was removed. Liver enlarged. Spleen 
very large and extremely tender. Glands of mesentery 
large and sensitive. Points of extreme tenderness over 
right quadratus lumborum, and in right inguinal region. 
A large, soft, fluctuating mass found in right back, extend- 
ing from ribs to ilium. Boy unable to lie down. Sits up 
in bed, awake or asleep. Temperature varies from 99 Q A. 
M. to 103° P. M. Pulse 90 to 120. Occasional chills and 
night sweats. Pus in urine, but not constant. 

A diay no8i8 was made of tabes mesenterica, and poster- 
ior sub-diaphragmatic abscess. 

Operation. Nov. 4, 1898. Incision made into posterior 
mass, along inner border of quadratus lumborum. About 
two quarts of pus evacuated. Counter drainage incision 
made, and sac well irrigated and curetted. Exploration re- 
vealed no communication with pleura, peritoneum or spine. 
Cavity packed and drained. Patient's general condition 
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improved rapidly. Left hospital before wound had healed, 
but comes to the clinic for observation. Bacteriological 
examination of pus revealed the tubercle bacillus. 

The enlarged mesenteric glands may be removed at 
some future time. 

The presence of occasional pus in the urine points to a 
renal complication, and the probable origin of the abscess. 

Case III- F. J., boy, aged 5. Since early infancy had 
pain during micturition; otherwise has been a healthy child. 
When urinating cried out, doubled over, and pulled at his 
penis, showing a pain referred to that organ. Sometimes 
stood bent forward with hands on his knees, crying and at- 
tempting to pass urine, frequently without success. Mic- 
turated at intervals of fifteen minutes during day, and many 
times during night. Mother has noticed no blood with 
urine. 

Upon examining with sound, found small contracted 
bladder, very sensitive at vesical neck, and plainly felt 
stone. 

Operation. Nov. 19, 1898. Suprapublic cystotomy. 
First irrigating bladder and distending it with air instead 
of fluid, for which there are obvious advantages. Vesical 
calculus, size of Pecan nut, removed. Rubber drainage 
tube inserted, and bladder wall and external structure 
closed as closely as possible. Tube -removed at end of a 
week, and wound healed without incident. 

Case IV. L. H., house-wife, white, aged 36, of excel- 
lent family history; always healthy as a child, and until 
three years ago, when she had a severe '.'inflammation of 
the bowels/' Diphtheria in September of this year. Mar- 
ried eight years. One child seven years of age. Had hard 
labor, requiring forceps. No abortions. No venereal his- 
tory. General health good. 

Present. Had undefined "bad feeling'" for past three 
years. Not much, if any, pain, except during menstruation, 
when pain was severe, mostly referred to lumbar region. 
Suffered most about one year ago, when pain would last 
sometimes for two weeks, continuing after menstrual flow 
ceased. 
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Began having free leucorrhoea about two years ago. 
Upon consulting her family physician was informed she had 
a tumor, and was given local (vaginal) treatment, with no 
relief. 

Menstruation began at fifteen. Was always regular; of 
normal duration and flow. Noticed no change since physi- 
cian diagnosed tumor. Suffered with dysmenorrhoea since 
puberty. 

Bowels constipated. Had frequent and painful urina- 
tion for six months preceding operation. Examination re- 
vealed soft, boggy masses filling pelvis, and extending up- 
wards from both sides of uterus, nearly to umbilicus. 
Cervix normal, freely movable. Uterus retrp-displaced and 
wedged between the lateral masses. Diagnosis made of 
bilateral ovarian cysts. 

Operation. Nov. 15, 189ft. Median incision. Trendel- 
enburg position. Found extensive adhesions to rectum and 
bladder. Cysts walled off with large packs. Attempting 
to carefully separate adhesions with finger, the soft, friable, 
almost cheesy, cyst had ruptured, and about a pint and a 
half of black, grumous, hemorrhagic contents escaped. 
Cyst on opposite side containing about a pint of same fluid 
was then ruptured, patient turned on her side, and pelvis 
flushed. The use of a large funnel douche with tube throw 
ing stream of hot solution half an inch in diameter, secured 
a rapid and thorough toilet. Remaining adhesions were 
broken down, and sacs freed. Ovaries and distal portions 
of tubes on both sides were degenerated, traces only re- 
maining and forming part of walls of cysts. Ovarian arte- 
ries were ligated, broad ligaments tied off, divided and 
Fallopian tubes were amputated at fundus, cutting in shape 
of funnel well into uterine tissue. Uterine wound sutured 
with catgut and peritoneum closed over it. Persistent ooz- 
ing from site of adhesions necessitated drainage for twenty - 
four hours. Patient made normal recovery. 

Case V. J. W. female,* aged 17, father died of pulmo- 
nary tuberculosis in 1891; family history otherwise good. 
General health has been excellent. 

Present Trouble Eight years ago she fell from a fence, 
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spraining right shoulder; no inflammation followed, and no 
trouble other than slight stiffness at shoulder-joints, when 
arm was placed in extreme abduction. Condition remained 
up to August, 1896, when after outdoor bathing joints be- 
came "sore and stiff' with no inflammatory reaction or swell- 
ing but with pain on active and passive motion. Was at this 
time treated for rheumatism with no benefit. A few weeks 
later, while playing, she again fell, striking on the shoulder 
and a companion falling over her added to the injury. The 
joints then became intensely painful, both in repose and in 
action, but still with no swelling, nor external sign of in- 
flammation. She was sent to the Wesley Hospital where 
ether was administered, but no operation performed. After 
the application of hot fomentations for two weeks pain and 
soreness subsided. Shortly after returning home she began 
to lose function in the right arm. Active motion was grad- 
ually limited. Massage and electricity were used for some 
months without beneficial result. One year ago she entirely 
lost active motion in the arm and shoulder; passive motion 
causing some pain; joint somewhat stiff, and muscular atro- 
phy beginning. At present she has complete paralysis of 
the shoulder muscles; passive motion present at shoulder 
joint, though limited, and somewhat painful. Atrophy of 
deltoid, teres major and minor, sub-scapularis spinatis and 
pectoral muscles with slight atrophy and limitation of mo- 
tion in biceps, coracobrachial and triceps. Deltoid re- 
mains apparently negative to electrical stimulation. The 
other atrophic muscles respond to greater or less degrees. 
There is no loss of function or muscular atrophy in forearm 
or hand. Circumflex nerve paralysis with various other 
paralyses and nervous affections, including anterior polio- 
myelitis, acute and chronic, and hysteria have been diag- 
nosed and patient unsuccessfully treated for the same. 

The possibility of a nervous origin of her trouble should 
not be overlooked, but the probability is remote. Muscles 
supplied by the circumflex nerve, namely, deltoid and teres 
minor, are atrophic and paralyzed. The teres major and 
sub-scrapularis supplied by the upper and lower sub-scapu- 
lar nerves are somewhat atrophic, with practical loss of 
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function, but the latissimus dorsi supplied by the middle 
sub-scapular branch remains normal in outline and function. 
Biceps and coraco-brachialis supplied by the musculocuta- 
neous are affected, but there is no loss of sensation in the 
integument supplied by the cutaneous branches of this nerve 
in the forearm or hand. Triceps supplied by branches from 
the musculo-spiral is limited in motion and atrophic, but the 
lower distribution of this nerve retains its function. Supi- 
nator longus and extensors of wrist and hand are normal; 
no wrist drop, nor loss of sensation in the supplied integu- 
ment. There is no cutaneous anaesthesia or hyperesthesia 
in any of the areas supplied by the above nerves. Reflexes 
are not exaggerated, but somewhat sluggish. 

The clinical picture of the case, together with the 
present objective symptoms, show the diagnosis of a lesion 
of the anterior horns of the cord to be untenable, as is also 
that of muscular dystrophy affecting muscles of the shoulder 
girdle. It is perfectly evident that there is no "combined 
paralysis" of the bronchial plexus; that there are not 
lesions of the several individual nerves involved is evident 
from the fact as shown that the paralysis of the nerves with 
the exception of the circumflex is not constant throughout 
their entire distribution. The atrophy and semi-paralysis 
of the sub-scapularis, teres major, biceps, triceps, coraco- 
brachialis and pectoral muscles may be safely set down as 
not due to primary lesion of their supplying nerves, but 
rather to disease or long-continued spasmodic contraction 
secondary to either a lesion of the circumflex, paralyzing 
the deltoid and teres minor, or to disease of the joint itself. 
Circumflex nerve paralysis may be due to an injury from a 
blow, fracture, dislocation, etc., to pressure neuritis, or 
most important of all causes in this connection, to extension 
of inflammation from the joint. 

The history of the case, covering a period of over eight 
years and dating from an old injury, together with later 
injuries, the succeeding gradual loss of function, limitation 
of passive motion, and more or less constant dull aching 
pain increased on movement, caused a suspicion of tubercu- 
lar bone disease, to which the involvement of the circum- 
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flex was secondary, probably from extension of inflamma- 
tion, and that the atrophy and paralysis of the other in- 
volved muscles was due to long-continued spasmodic con- 
traction — nature's own fixation splint for immobilizing a 
diseased joint. 

The patient was etherized and sent to the operating 
room December 3rd, for a further examination and treat- 
ment. Atrophy of the muscles was well shown. Acromion 
process very prominent, with a subluxation of the head of 
the humerus from paralysis of the deltoid. In placing the 
arm in extreme abduction, the angle of the scapula was 
brought out with great prominence, showing a shortening 
of the teres major and minor. Crepitus could be faintly 
distinguished. Trocar and canula were introduced into the 
joint, trocar withdrawn, and canula used as a probe. The 
head of the bone was found to be roughened and extensively 
denuded of its articular cartilages. Trocar and canula were 
then passed lower down directly into the head of the hum- 
erus, which was osteoporotic, soft and mushy. Trocar 
withdrawn, and a ten per cent, emulsion of iodoform in 
glycerine was injected directly into the diseased bone tissue 
and also into the joint, using one ounce altogether. The 
injections will be given every two or three weeks until 
osteosclerosis is obtained. If ankylosis ensues, it may be 
deemed advisable to excise the head of the bone. 
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MEDICAL CLINIC —By Norman Bridge, A. M., 
M. D., Professor of Medicine, Rush Medical Col- 
lege, Chicago. 

Before I introduce any cases to-day I want to speak of 
a case which occurred in the practice of one of my colleagues 
the hospital. The patient, a woman, died, and he may ex- 
hibit here a specimen of the brain which contained an abscess. 
But I want to speak of it because it suggests some very 
important considerations in connection with the process of 
fever. The patient had had for a long time some kind of a 
sinus over one eye and I think my colleague scraped it. She 
had been doing well up to the morning when this operation 
occurred, and had had no fever. The patient suddenly de- 
veloped high fever and became unconscious. The tempera- 
ture was 107° F. and there was some stertorous breathing. 
The face was suffused and dark with congestion and the 
breathing was irregular. My interne gave her a hypodermic 
of strychnia, *V of a grain. I saw her five or ten minutes 
later. Her temperature by the rectum was then 108^° P. 
We made some efforts at artificial respiration by pressing 
down upon the chest at the end of each expiration to compel 
more profound respiration. This maneuver caused her to 
take deeper breaths and she might have been kept alive for 
awhile longer, but it was so evident that some accident to 
her brain had happened that it seemed to me idle to continue 
it. She died while we were standing there and I directed 
the nurse to take her temperature a few minutes after death, 
which she did, and now tells me that it was 109^° F. fifteen 
minutes after she expired. In three quarters of an hour from 
that time, an hour after death, it had dropped to 106° F. 

A post-mortem was made and an abscess found in the left 
anterior lobe of the brain, near the median surface, half as 
large as a hen's egg. It had rather a thick cyst wall so that 
he brain tissue as it is now (being preserved in solution) has 
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contracted a little and the edges of the abscess wall are more 
prominent than the brain outside of it, showing a firmness 
of tissue and indicating that the accumulation was not a new 
one by any means. The abscess opened at this point into the 
lateral sinus which was flooded with pus. There was no 
particular evidence of inflammation of the lining of this sinus. 
I think it likely there were micro-organisms there which 
could produce infection easily, and perhaps this event had 
actually taken place. I could not settle this point; perhaps 
my colleague can, especially if some of the pus was saved for 
microscopic examination. 

The thing of interest to us is that the temperature rose 
rapidly to such a height, and that it continued to rise after 
the patient died. This is an ideal case of what we know as 
hyperpyrexia, a term which means an unusually high tem- 
perature, and I believe we should restrict the term to cases 
where the centers of respiration and heart- beat are inter- 
fered with by the temperature. There are cases of very 
high temperature where the respiratory and circulatory 
centers are not interfered with; there are other cases where 
they are interfered with. Here is a case where they were 
interfered with. The respiration was disturbed first. 
We know that the centers which make the heart beat are not 
in the brain, so it is not remarkable that this patient ceased 
to breathe before her heart ceased to beat. 

A good example of hyperpyrexia is common sun stroke. 
The temperature rises to 109° and 110° often enough, 108° 
frequently. The patient becomes stupid and passes into 
coma, before which he answers questions in a dull way. 
Then after a time his respiration grows slow or becomes ir- 
regular, then ceases, his heart ceases to beat, and he is dead. 
Just how the high temperature is at bottom produced we do 
not know. It is not caused exclusively by being in the sun 
because patients get these high temperatures while in the 
shade. Every one of these cases if they can be relieved and 
the temperature lowered will come out of this condition and 
breathe normally. 

When these patients come into the hospital we put them 
into a tub of cold water, perhaps holding their hands and 
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feet out of water, and keep them there until the temperature 
is reduced to say 100° P. Before this even they will probably 
become conscious and answer questions with partial in- 
telligence. The temperature will sometimes drop to normal 
or below and frequently it seems necessary to apply heat to 
the hands and feet. This is less necessary if these members 
have been kept out of the water. 

Hyperprexia sometimes accompanies acute rheumatism. 
We have some reason to think that acute rheumatism is an 
infectious disease, not due to a chemical cause but a true in- 
fection, which makes the explanation of high temperature 
less difficult. In this form of hyperpyrexia sometimes the 
temperature rises after death. 

In every instance where the temperature mounts to such 
a height as this and where the patient has become or is be- 
coming unconscious, which symptom rules out hysteria 
and its questionable high temperature; leaving out of con- 
sideration those cases and taking cases where there is some 
other disease like rheumatism, sun -stroke or disease of the 
brain, the lesson to us is to lower the temperature and do it 
promptly. No doctor graduates these days without knowing 
that thermic fever should be treated in this manner. There 
are many ways to lower the temperature without putting the 
patient in the tub. One way is to lay the patient on the floor, 
attach a hose to the kitchen faucet, and let the water flow 
over him. That has saved the lives of a great many. 

But the cases that are neglected, pitifully neglected, are 
those of children. Often a physician is called in to see 
children with convulsions. A convulsion will end in five 
minutes. It is often due to some intestinal irritation and the 
child is soon better. But often the child does not pass out 
of it but is entirely unconscious, cries a little and keeps up a 
twitching of its face and especially of the muscles of its eyes, 
and this sometimes for several hours. This condition is call- 
ed eclampsia and in nearly all these cases there is high 
temperature. It is common for the doctor called in such 
cases to merely feel of the face and hands, have the child 
put into a warm bath, and when taken out wrapped in thick 
flannel for fear it will take cold; this keeps up the temperature. 
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In every case of that kind the doctor should take the tem- 
perature, preferably in the rectum; the hand touch is wholly 
unreliable. A friend of mine in this city, once called to one 
of my child patients in eclampsia because he was near, told 
me an hour after that he had not taken the temperature but 
was sure there, was no fever. The temperature was then 
107£° P. The convulsive movements ceased when the tem- 
perature had been brought down to nearly normal by means 
of cool sponging. 

Not three months ago a vigorous, normal baby was born 
under my observation. It was on a very hot day and the 
family was living in a low- roofed cottage. According to the 
habtis of the time the child was dressed with numerous warm 
wrappings and put in a warm basket in a corner where no 
draft could touch it. In the afternoon it was found that the 
child had what appeared to be colic. The nurse had given 
it a few drops of whiskey and water, which was proper for 
colic. But when evening came the the child's temperature 
was 108 or 107° P. The clothing was promptly taken off and 
the body sponged, and in an hour the temperature was nor- 
mal and the child instead of breathing in a shallow and rap- 
id way took deep breaths slowly, opened its eyes, and stretch- 
ed its limbs. Rightly clothed for hot weather the child's 
temperature remained substantially normal thereafter. Here 
the thing happened which occurs in thermic-fever: The cen- 
ters for the regulation of body temperature failed to act nor- 
mally. They regulated the temperature but at 108 instead 
of 98° P; the center of heat production worked — the center 
of heat dissipation was disabled; by the application of 
cold the centers were able to regulate at the normal level. 
This is the proper treatment in all such cases. 

Case I. Hysteria; Unusual. — You remember this patient 
as the one that was examined the other day by one of the 
students and found to have convulsions, and following them 
a condition lasting from an hour to a day of some sort of 
mental disturbance or mania, at times a sort of mental ex- 
altation; at times he would go into a trance. Yet in the so- 
called trance there was never manifest any of the apparent 
intelligence that belongs to that state. You will remember 
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that one of the students thought the case was ordinary epi- 
lepsy and another thought it was petit mal, and that we final- 
ly reached the opinion that it was a sort of hysteria, that if 
there was any epileptic element in it that it might be classed 
as hystero-epilepsy. We afterward learned from the friends 
that he had had mental disturbance enough to produce in a 
sensitive person all of his symptoms. He had had some sort 
of disappointment in love, had also been speculating and had 
lost his money, which are enough to make some people hy- 
sterical or insane. Yesterday, in the hospital, he had the 
same sort of spasm that was described by his friends; and 
afterward he passed into this stupor from which the nurse 
could not rouse him and in which he remained for a number 
of hours. He never falls or hurts himself in these fits. 
They are always followed by the so-called trance, or stupor, 
and the latter phenomena often oscur without the convulsive 
movements. This is the curious part, he glides into this state 
and out of it in the most gradual manner. To-day Dr. Pox 
found him in a stupor and now he appears fairly normal. His 
periods of stupor are wanting in the qualities of catalepsy. 

I do not like to call these cases hysteria because the term 
is made to cover such a variety of cases. Psychoneurosis is 
more scientific. If the patients know, however, what the 
term means it is well sometimes to use the word hysteria; 
this sometimes helps them to more will power to resist the 
attacks. The patient should be roused if possible to use his 
will power to prevent the attacks. He and his friends should 
be warned that they are not dangerous, that he cannot die of 
them, and that they are mostly simply a nuisance. If he 
could be taught that there is no sense in these convulsions 
and that they are preventable it would help him to get over 
them and he might become a useful member of society. He 
is improving by the rest and change of hospital life; it is a 
new experience for him and it is moral medicine. 

Case II. Painless Neuritis: — I do not need to introduce 
this patient to you. He is the patient of the "multiplica- 
tion table." You see he pronounces these words very dis- 
tinctly. Formerly he stumbled and bungled in doing it. 
When he came to us with his paralysis he could not utter 
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the palate tones at all distinctly, although his palate was 
never ^paralyzed enough to make him eject his food through 
the nose* when he swallowed liquids. He had a high temperature 
when he came to the hospital and had malarial plasmodia in 
his blood; he received quinine and commenced to improve at 
once The extensor muscles of the arms were paralyzed 
from neuritis of the painless variety; his palate was slight- 
ly affected too; all these parts are improved and he is better 
in every way. He now puts his finger over the upper part 
of the ilium and says he has a catching pain there when he 
walks. It must be muscular and is not connected with the 
paralysis. He says "it" also catches in his knee-cap. As 
that limb is extended it is discovered that it moves in a jerky, 
tremulous way. It cannot be extended regularly but goes 
in little hitches like cog-wheel respiration, whereas the 
other knee may be extended in the normal way, showing 
that there is an effort of the muscles to protect some tender 
spot which may be in the knee-joint or in the muscles them- 
selves. It is evidently one of those complications of mala- 
rial disease that are not so very unusual. I do not think it 
is a very serious matter and it is probably akin to the trouble 
of the muscles often following typhoid fever, some cases of 
which have been shown here once or twice. This case has an 
added interest from the fact that the paresis and then the 
paralysis came on in the arms, the left first, and in the 
palate, some days before the febrile expression of his mal- 
arial poisoning showed itself. The neuritis behaved ex- 
actly like that due to diphtheritic poison, yet we are unable 
to prove any such causation. The paralysis has. nearly dis- 
appeared in the past month. 

Case III. Mixed Infection of Typhoid and Malaria. — 
This gentleman comes here today for the first time. He is 
23 years of age, has been in the hospital since the second 
day of this month, and had been sick about two weeks when 
he came here. That would make him sick three weeks as 
he understands it. He belongs to the 1st regiment and 
marched in the Jubilee parade. He had headache, epistaxis, 
and chills followed by profuse perspiration. Has had one 
chill since he came to the hospital. He had some evidence 
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of bronchitis, some cough, and a few rales distributed 
through the chest; had anorexia, tongue coated a little, 
spleen slightly enlarged, and the abdomen otherwise normal; 
thorax was normal except in the particulars which I have 
mentioned. When he entered the hospital the temperature 
was 99°, at midnight 102°, and at four o clock it had dropped 
to 99°. The third day his temperature only reached 99 T ^° 
at any time and the fourth day it was not above normal, 
fifth day not above normal, sixth day likewise, also the 
seventh and eighth, and this is the ninth day of his stay 
here. Now gentlemen what was the matter with him? 
This student thinks the fever was caused by exposure and 
exhaustion, but we never have fevers from exhaustion un- 
less great damage is done to the muscular system. Fevers 
are almost always caused by infection. If we have microbic 
infection sufficient to cause fever then a little exertion on 
the part of the patient and a little exposure would cause him 
to have more fever. He does have a fever now and then if he 
overtaxes himself enough to destroya great deal of muscular 
tissue so that the system is poisoned by this waste sub- 
stance. In this case we found malarial plasmodia. He has 
had nine grains of quinine a day. That the quinine is 
helping him get well goes without saying, but whether he 
would have lost his fever without it we cannot say. But we 
made a test by the Widal method and found that he did 
have typhoid fever. This is the fourth or fifth case of 
mixed infection of malarial and typhoid fever since this 
term began. Some one asks if the Widal test proves these 
cases to be typhoid. It does not prove it absolutely, but in 
ninety-five per cent, it does, and when we consider that the pa- 
tient had nose-bleed and other evidences of typhoid we may 
feel pretty sure of it. He had some bronchitis which consists 
with the nose bleed, for both conditions come from a dilatation 
of the blood vessels in the mucous membrane. I have no doubt 
that this man had some typhoid bacilli in his system. 

Case IV. Traumatic Delirium. — This patient is 55 years 
old. Father died, aged 70, of typhoid fever; mother died at 
40 in child-birth. No tubercular or specific history in the 
family. Always in good health except several attacks of 
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bronchitis. Never used alcohol or tobacco. He had a fall 
about two weeks previous to entering the hospital, the 28th 
of last March; fell about ten feet down an elevator shaft, 
striking on the right side of the head and body and break- 
ing his patella. He was taken home in an unconscious con- 
dition and has not regained his right mind since. He had 
no paralysis, although a slight paresis of the right arm; was 
violent except when under opiates, and has had no tempera- 
ture. The surgical phase of his case in the lower extremity 
is of small consequence. He can get up. The manacles are 
kept on because we cannot otherwise manage him unless a 
nurse is kept with him all the time, which is impossible; and 
there is no harm in this gentle restrain. There were no 
symptoms at the time he entered indicating that any partic- 
ular part of the brain was involved, but at times since he 
has been noticed to use the left hand more than the right. 
The chief manner in which he has been disagreeable is by 
screaming. He has sometimes screamed for hours, even 
when the attendant was with him, and had to have bromides 
and chloral, but latterly the chloral has been discontinued. 
For the last two weeks he has been quiet when there was 
anybody in the room, but when he is left alone he will begin 
to yell. He was having chloral and bromide of potassium 
when he was turned over to our care the first of this month, 
then we began to give him iodide of potassium, ten grains 
every four hours, and the chloral has been reduced a great 
deal and some days has been omitted. In his outcries has 
said nothing particular, but just screamed like a child. You 
see how disconnected he is in his mental processes and talk, 
incapable of fixing his mind on anything and even does not 
call or ask for anything, but simply screams. He looks in this 
dazed staring manner, but never looks at any object. There 
is nothing the matter with his pupils. They are equal and 
respond to the light. 

Delirium traumaticum occurs in many patients who re- 
cover and it occurs in patients who die and nothing is found, 
even microscopically, in the brain to account for it. Of course, 
in some of these cases injury is done to the brain or its sur- 
roundings. It is a shock to the cells of the brain and the 
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connecting fibers. Hemorrhage occurs in some instances in 
the parietes and sometimes in the interior of fhe brain. The 
lesion which takes place is the bursting of a number of small 
or a few large bloodvessels. The hemorrhage is sometimes 
beneath where the blow strikes and sometimes it is on the 
opposite side of the brain and the bleeding so extensive that 
the tissues of the brain are disorganized and softened. 

One fact about these conditions is often forgotten. 
Every time a man, woman, or child has concussion of the 
brain he is nearly sure to burst some little bloodvessels and 
the most important thing is to have the patient's brain rest 
as much as possible till the injury is repaired by the natur- 
al processes. A lot of people, particularly middle-aged and 
elderly people, are allowed to get up and go about after a 
brain concussion, and then have relapses because they lose 
power over the brain, get weak, especially in mental 
efforts. First hemorrhage in the minute points has inter- 
fered with brain action, and second the shaking up has 
made it impossible for the brain to get back to its normal 
work for some days or weeks. In all such cases the patient 
should be compelled to rest for a long time. There is a 
class of cases which is nearly always shamefully abused 
when concussion of the brain occurs, and that is children. It 
is a popular error that when a child falls, bumping its head, 
it should not be allowed to go to sleep for fear it will never 
awaken. If you will observe you will find that nine out of 
ten little children who have this experience will be com- 
pelled to keep awake. The child wants to go to sleep and 
needs the sleep to prevent it from dying, and yet it is shak- 
en, talked to, played with, and even pinched to prevent it 
from going to sleep. Every one of those children should be 
put to sleep as soon as possible and allowed to sleep as long 
as possible. They do not need to be awakened to be fed. 
The thing they need, and need always and all the time, is to 
sleep, for sleep is the brain's rest. 
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NEURALGIA OF THE NECK AND UPPER EXTREM- 
ITIES.-A CLINICAL LECTURE. Delivered in 
Rush Medical College by Henry M. Lyman, 
A. M., M. D., Prof essor of Medicine. 

Gentlemen : — I wish to call your attention this morn 
ing to the case of an old man, near eighty years of age. 
Always active, he was strong and healthy during the great- 
er part of his life. You can see for yourselves how com- 
pactly built is the framework of his body, and his muscles 
still exhibit much of their early bulk. But for a number of 
years he has been out of employment and his vigor has 
gradually declined. Some six or eight months ago he was 
attacked with violent pain in the left cervico-occipital re- 
gion, involving the branches of the occipital plexus of 
nerves. There was tenderness on pressure, and frequent 
paroxysmal attacks occurred, during which there was sharp, 
lancinating pain accompanied by burning sensations that 
rendered sleep impossible. After a few days, we are told, a 
vesicular eruption occurred over the seat of pain, and from 
its scars we can form an opinion of its nature. It occupied 
the area of distribution of the occipital nerves, extending 
from the median line to the ear, and reaching from the ver- 
tex down upon the neck and upper portion of the shoulder 
and back. You can see that the scars, especially on the neck, 
are placed in rows that correspond to the principal branches 
of the occipital nerves, and that they do not extend beyond 
the median line, nor beyond the vertex of the scalp, nor 
into the area of the fifth nerve upon the anterior portion of 
the head. This eruption persisted for about a month, and 
then gradually healed and disappeared. 

But, both before and since this event, the patient has 
been a martyr to pain in the area above described. He tells 
us that for many years he has been a sufferer with rheuma- 
tism located in various muscles of the trunk and limbs, but 
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that since the onset of this attack he has been quite free 
from rheumatic pains elsewhere. He now complains of cu- 
taneous tenderness, generally distributed over the area of the 
affected plexus of nerves; and there is a particularly painful 
spot over the left occipital protuberance, about half way be- 
tween the mastoid process and the cervical spinous processes. 
Light touches give more pain than deep pressure — in fact, 
firm pressure and massage of the back of the neck and head 
give relief that continues for several hours. 

Prom these facts, and from the history of the patient, 
we conclude that he has had an attack of* herpes zoster, 
caused by acute inflammation of the occipital nerves, and 
followed by a persistent neuralgia involving the same nerv- 
ous distribution. 

I was once consulted by a man about sixty years of age 
whose only complaint was a harsh, dry cough, accompanied 
by a severe pain in the nerves upon the right side of the 
neck between the vertebra prominens and the upper border 
of the right scapula. There was neither local nor spinal 
tenderness of any kind. The patient was examined by a 
number of the most expert laryngologists and auscultators 
in the city, but without result. Pain was, at first, paroxys- 
mal, but it gradually became more continuous. Finally, 
the signs of an aneurysm of the arch of the aorta were ap- 
parent, and the patient died from its rupture into one of the 
larger bronchi. In this, as in the case before you, the neu- 
ralgic pains were unilateral. Sometimes, however, they 
are bilateral and constitute the earliest symptoms of spinal 
tuberculosis. You should always be suspicious of neuralgic 
pains in the neck and upper dorsal region, especially when 
they are bilateral, and do not yield to treatment of a char- 
acter that is efficacious in the ordinary forms of neuralgia. 
Before proceeding to a discussion of the disease to 
which I have called your attention, let me present another 
case. The patient has been a telegraph operator. About 
four years ago he began to experience pain in the muscles 
of the hand and fore-arm. Sometimes there would be 
cramps in the affected muscles, so that he could not guide 
the fingers in their grasp of the telegraphic key. A similar 
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affection is sometimes witnessed among stenographers and 
writers; when the cramps attack the muscles, the pen will 
fly from between the thumb and fingers as if shot out of 
some ballistic instrument. Or the reverse may occur, and 
the pen will be gripped with such force that it cannot be 
guided for legible writing. These patients, even more fre- 
quently than telegraph operators, are subject to pain above 
and about the shoulder joint, because the rotator muscles 
at the head of the humerus are over exerted and painfully 
exhausted by the movements of the shoulder in the act of 
advancing the pen across the paper. Rarely do we find any 
considerable tenderness of the painful limb; deep pressure 
and vigorous massage are usually very grateful to the feel- 
ings of the patient. In this connection let me remind you 
of a young man whom you have seen at intervals for a 
number of months. He sustained a dislocation of the 
shoulder, followed, at first, by extreme tenderness about 
the joint. Gradually this passed away, but he still suffers 
throughout the limb with pain which is temporarily re- 
lieved by electricity or by vigorous massage. The local in- 
flammation in his case has been succeeded by neuralgia. A 
number of cases have presented themselves during the past 
year, deltoid paralysis of traumatic origin being followed 
for a long period by true neuralgia. 

Neuralgia of the upper extremity may be extremely 
generalized, or it may be localized in a single nerve. Ex- 
posure to cold and syphilis are rather frequent causes in 
such cases. Sometimes — especially in traumatic cases — a 
local neuralgia may gradually spread till it becomes exten- 
sively generalized. I once saw a young man who fell upon 
a pitch-fork in such a way that a sharp tine passed through 
the upper arm just below the axilla, apparently wounding 
the lower part of the axillary plexus of nerves. The wound 
healed quickly, but the seat of injury remained painful. 
Gradually, the pain extended down the arm into the hand. 
Then it ascended into the shoulder, and invaded the opposite 
upper extremity. Presently the lower limb on the injured 
side became painful, and when the sufferer appeared in this 
room he was beginning to experience occasional pain in the 
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remaining lower limb. In that case, there was probably a 
progressive, sub-acute neuritis, rather than a pure neural- 
gia. It is impossible to say where neuritis ceases and neu 
ralgia begins, for they are frequently successive and inter- 
changeable, as in the neuralgia that accompanies and fol- 
lows muscular rheumatism. I know an old gentleman who. 
thirty years ago while pruning a rose bush, pricked his 
forefinger with a thorn. Thinking nothing of the trifling 
accident, the wound healed in a few days, but soon he be- 
gan to feel pain in the finger, gradually invading the hand, 
and slowly extending up the arm till it reached the shoulder, 
where its progress seemed to be arrested by electrical 
treatment. Yet, from that time till the present, that man 
still feels slight pains down the affected nerves from finger 
to shoulder — doubtless, a neuralgia that has succeeded to 
an ascending inflammation of the wounded nerve. I once 
witnessed the amputation of a woman's hand by one of the 
most distinguished surgeons in the country. She had un- 
fortunately thrust a needle into the palm of her left hand, 
and her surgeon was unable to discover and extract it. She 
suffered exquisite torment in the middle finger and upon the 
median side of the ring finger, but nothing could be felt to 
indicate the position of the intruding fragment. Twice the 
palm of the hand was opened and carefully explored with- 
out result. And now the pain began to advance upward 
along the trunk of the median nerve, causing such agony 
that the patient preferred the sacrifice of her hand to the 
continued endurance of such misery. Dissection of the 
amputated member revealed the presence of the broken 
needle lying lengthwise between the middle metacarpal 
bone and the branch of the median nerve in w T hich pain was 
first experienced, where it could not be felt from without, 
and producing irritation rather than active inflammation of 
the nerve, with which it was in contact. There, probably, 
the phenomena of neuritis and neuralgia were closely asso- 
ciated. 

Returning now to the patient before you; we have, in the 
casts cited, abundant reason for the inference that he is now 
suffering from neuralgia consecutive to neuritis. I shall 
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have occasion frequently to call your attention to this asso- 
ciation of the two affections. But what is the nature of the 
cause that produces these disorders. You will find them, if 
we exclude purely traumatic cases, invariably excited by 
some toxic agent introduced from without the body, or 
generated within the tissues themselves, producing inflam- 
mation or degeneration of nervous tissue. I shall not at- 
tempt to recite the different poisons which may thus act, 
in fact, we do not know them all. In general, we may say 
that the external agents which produce painful disease of 
nerve tissue are either inorganic, like lead, copper, or arsenic; 
organic, like alcohol, ether, chloroform and kindred sub- 
stances; or they are of proto-zooic nature, like the parasite 
of malaria, or the microbes of vegetable origin. Among in- 
ternal agents the most common are the unknown poisons 
that excite rheumatism and syphilis, the various toxines 
which produce gout and its allied disorders and other little 
known products of mal-nutrition which still elude exact 
analysis. Though our knowledge is very far from being 
complete so far as the causes of neuralgia are concerned, we 
know enough to perceive that it may be due simply to the 
accidental and temporary presence of an irritating substance, 
like the toxines of influenza, or it may be due to deeper 
changes of tissue that are the result of long persistent ac- 
tion, like that of syphilis or of gout. In the first of these 
conditions the patient is relieved with comparative ease, 
while in the second class of cases, relief comes, if at all, 
only after long continued treatment and complete renova- 
tion of the affected nervous tissue. 

The treatment of these neuralgias, therefore, is two- 
fold — palliative and curative. Palliative treatment consists 
in the effort to relieve pain while the natural processes of 
excretion clear the body of irritating agents — the "peccant 
humors" of our fathers. An excellent type of this is ob- 
served in the treatment of periodical sick-headaches. The 
patient lies down in a dark place, takes a few grains of 
phenacetin and caffein, and after a few hours is restored to 
ordinary health for a number of weeks. When the excre- 
tory functions are enfeebled, it is necessary to aid them by 
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the administration of a cholagogue cathartic. Give calomel 
and soda till the bowels are well moved, and the patient's 
neuralgia will immediately disappear. But if you are deal- 
ing with a chronic case in which there is impoverishment 
of the blood, defective elimination, long continued malnu- 
trition, and degeneration of nerve tissue, mere palliative 
treatment, even if combined with the administration of 
simple evacuant drugs, will not suffice to cure the disease. 
You must have recourse to curative treatment besides 
effort for the relief of pain. It is now essential to ascertain 
the cause of the disease, that you may administer the 
proper antidote, if there be any such agent. If the patient 
is the victim of lead poisoning, he must have a course of 
potassium iodide, or of magnesium sulphate. If it is a cj^se 
of chronic alcoholism, the toxic agent must be withdrawn. 
If it be a syphilitic neuralgia, active treatment with mer- 
curials and iodides is indicated. If it be a malarial neural- 
gia, large doses of quinine, and an arsenical course, with 
removal from the unhealthy locality are indicated. In like 
manner the subject of arthritic predisposition requires medi- 
cation that is appropriate in chronic gout or rheumatism. 

In addition to these methods, it is also necessary in all 
forms of persistent neuralgia to make use of restorative 
treatment in order to secure complete renovation of ex- 
hausted and degenerated nerve tissues, or, at least, if that 
be impossible, to increase the vigor of such nerve tissues as 
are not hopelessly injured. For this purpose the patient 
must be placed under favorable hygienic conditions. If he 
inhabits an unhealthy locality, send him to a sanitarium not 
too high among cloudy mountains, where he can breathe 
pure air in bright sunshine. Give him daily baths, mas- 
sage, salt rubs, electricity, and all the other forms of exer- 
cise that invigorate the heart and facilitate circulation of 
the blood. If he cannot avail himself of these expensive 
methods, you can secure for him much benefit from massage 
and rest at home. Pew people are so poor or so dull that they 
cannot obtain smart rubbing with a stimulating liniment 
once or twice a day. 

Having secured the most favorable possible environ- 
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merit for your patient, having removed him from a malarious 
region if his neuralgia be of a malarious origin, and having 
provided for the administration of palliative and curative 
remedies, you must aid the restoration of tissue by the em- 
ployment of restorative measures. Constipation must be 
obviated by the use of cholagogue laxatives — blue-pill, 
podophyllin, euonymin, cascara, rhubarb, aloin, senna. 
Experiment with different combinations till you find one 
that in quality and quantity is just suited to the individual 
case. For example, I have found much benefit from the fol- 
lowing formula: 

B Pil. Hydrarg, mass. 
Ext. Colocynth, comp. 
Ext. Colohici aoet. 
Ext. Hyoscyam. aa gr. x 

Fiant pil. No. 10. 

One such pill given every four hours will prove itself an 
excellent carthartic; if given singly every night it will act 
as a gentle laxative. I have found this pill an excellent 
eliminant in cases of gouty neuralgia, even among old 
people during the painful and persistent neuralgia that fol- 
lows herpes zoster. It may be given with advantage as an 
"alterative" for days and weeks together in such cases. 

In many cases of neuralgia a course of nitro-hydro- 
chloric acid, given in doses of twenty drops of the dilute 
acid every four hours for three or four weeks aids digestion 
and relieves pain. This remedy is especially useful in 
rheumatic, gouty, malarial, and anaemic subjects, who suf- 
fer with hepatic .and renal insufficiency. It should not be 
given with mercurials, but may be associated with vegeta- 
ble laxatives, except podophyllin. When mercurials are 
given the associated laxative should be vegetable, or the al- 
kaline salts, and the diuretics should be of the same char- 
acter. 

When, as so frequently is the fact, there is chronic sub- 
acute gastro-enteritis, restorative treatment of the nervous 
system will be accelerated by direct action upon the af- 
fected mucous membrane of the alimentary canal with oils 
or fats. With every meal should be taken as much oil as 
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will nou )e resented by the stomach. Castor oil and cod- 
liver oil are useful, but I find as good results from purified 
olive oil — the salad oil of the grocers. Let the patient be- 
gin with a small dose after each meal, increasing it till he 
can take a table-spoonful or more. This treatment is both 
local and nutritive. Its method may be rendered more in- 
telligible by a few illustrative cases: During the civil war 
I once heard an officer in the army relate his experience 
with chronic diarrhoea contracted during the Mexican war. 
It was, for months after his discharge and return home, ut- 
terly intractable. No physician nor drug could stay the 
progress of the disease; the patient wasted to a skeleton, 
though a large man, till he weighed only ninety pounds. 
Every one told him that he must die. One day while medi- 
tating upon this sad prospect, he seemed to become irresis- 
tibly impressed by a conviction that if only '-his insides 
could be thoroughly greased" he would get well. Acting 
upon this conclusion he swallowed nearly half a pint of 
castor oil at one dose, with the only result that he felt 
better after it. The next day he repeated the dose. It 
acted slightly upon the bowels and added something to his 
feeling of comfort. Thus taking every day, for three or four 
weeks, a tumbler full of oil, he made a complete recovery; 
and when he told me this experience he was an energetic 
captain of cavalry in full career against the enemy. In 
other instances I have known the administration of cod-liver 
oil in large doses to exercise a curative effect upon neural- 
gia of the intercostal and abdominal nerves. The good ef- 
fect of linseed oil upon the rectum is well known; and ordi- 
nary salad oil is quite as useful. Doubtless it is through 
the cure of gastro-intestinal inflammations of a sub-acute 
and chronic nature that this treatment proves effectual. 
Just as the presence of decayed teeth in the mouth, though 
they may not ache, can occasion the localization of severe 
neuralgia ia the scalp, so a chronic affection of the intes- 
tines or of the bladder or the other pelvic organs may 
become the localizing cause of neuralgia in adjacent nerves. 
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FACIAL PARALYSIS.— A Clinical Lecture Delivered 
at Cook County Hospital by D. R. Brower, 
A. M., M. D. , Chicago. Reported by James C. 
Gill, M. D. 

Cage I. — Left facial palsy of probable meningeal ori- 
gin. Mrs. W., age 47, blond, medium height. From child- 
hood to date of marriage was in good health. Married at 
age of 18. Has had five living children and twelve miscar- 
riages. Family history, negative; mother still living, 
father died two years ago of heart disease. 

The present trouble dates from 1882; when she suffered 
from cough and shortness of breath, then loss of voice fol- 
lowed by paralysis of the left facial muscles. The paraly- 
sis progressed steadily for months. Later had several 
spasms and muscular twitchings, especially in left arm. 
Intense headache accompanied these symptoms, with nausea, 
vomiting and occasional numbness in left arm and leg. 

The class can all see something peculiar, to say the 
least, about the face of this patient. Physiognomy is a sub- 
ject to which comparatively little attention is now paid. 
We are losing sight, to a large extent, of the things which 
our fathers in medicine esteemed very highly. If the class 
has made a study of this side of the face we will turn the 
chair around and let you see the other side. You see you 
have practically the face of two different people. If I 
should make a picture of each side separately it would be 
very hard for me to convince any one that it was the face of 
the same person. 

You see quite a marked contraction of the occipito- fron- 
talis on the right side, but none on the other. The corru- 
gators are paralyzed on the left side, but not all on the 
right side. So we have on the left side a paralysis of the 
occipital and corrugators and some paralysis of the orbicu- 
laris. There is an utter absence of expression on the para- 
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lyzed side. She has no use of that side at all and would 
doubtless find it impossible to keep food applied to the 
teeth during the act of mastication. Can you see anything 
peculiar about the tongue? It is not put out straight, but 
deviates to one side, and notice the difference in the nutri- 
tion of the two sides of the tongue. There is a wasting of 
the left side as compared to the right. There is atrophy of 
one side of the tongue and it protrudes toward the para- 
lyzed side. We have here a paralysis of the 12th nerve, 
the motor and trophic nerve of the tongue. She does not 
feel anything on the left side so we have the 5th nerve 
paralyzed. She does not hear the watch on the paralyzed 
side; that is the 8th nerve. 

Now we have here some solutions for testing taste. 
She has a loss of sensation of taste on the left side of the 
anterior part of the tongue, there is excellent and quick 
judgment of taste on the other side, so the taste nerve on 
one side of the anterior part of the tongue is involved in 
this difficulty. We have tested her with sweet, with salt, 
with acid, and with bitter, four tests, any one of which 
would have been sufficient. 

She has a great deal of trouble with deglutition and you 
will notice something peculiar about her voice. It is husky, 
laryngeal, and has changed very much. People who have 
known her for years cannot understand her. She has also 
disturbance of respiration, disagreeable sensations about 
the heart, nausea, due to involvment of the pneumogastric, 
or 10th nerve. 

Now let us examine the back part of the tongue, testing 
with sugar and saline solutions, there is no sensation of taste 
on the left side, showing an involvement of the 9th or glos- 
sopharyngeal nerve. 

There is a great deal of dizziness and sometimes double 
vision. These belong to the 6th nerve. 

We may divide all cases of facial paralysis into nuclear, 
supra-nuclear, and infra-nuclear. Now we will test the re- 
actions of the facial muscles to the faradic current. We 
have a good current here and will see what effect it has, if 
any, on the sound side. You saw it produce contraction of 
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the occipi to- frontalis muscle and close the eye on that side 
Upon the paralyzed side we obtain no response from the 
muscles supplied by the 7th nerve. 

We will test the muscles now with a galvanic current. 
I will place one electrode above at the nuclear and the othei 
we will put over the muscle here. There is no response on 
the left side. Testing the muscles on the right side of the 
face we readily obtain a response to the action of the gal- 
vanic current. There is no response on the paralyzed side 
to the galvanic or faradic current. There is degeneration 
of the muscles because they have been cut off from the nu- 
cleus of origin of the facial nerve. 

Case II.— Here you see a case of facial paralysis also, 
but very much less marked than the other. The patient is 
improving. There has not been in this case any paralysis 
of the frontal or orbicularis. The upper section has es- 
caped. She shuts one eye about as well as the other and 
yet you can see that the facial nerve is involved. The 
tongue deviates a very little, although it did deviate more 
when she first came here. There has been paralysis of the 
entire right side of the body. The paralysis of the facial 
muscles is on one side and of the body on the other. It is 
one of those crossed types of paralysis. Upon the left side 
of the face in response to the faradic current we get con- 
traction of the occipito-frontalis and of the orbicularis, and, 
although not very marked, there is response of the muscles 
about the mouth. Now let us try the right side. The oc- 
cipito-frontalis and orbicularis both respond and there is 
also a contraction here of the levator at the angle of the 
mouth. In this case there is faradic irritability present on 
the paralyzed side that of itself puts this case in the supra- 
nuclear category. 

Case III. — We have here another case of facial paraly- 
sis. This case is improving so that the signs are not as well 
marked as they have been. On the right side the occipito- 
frontalis moves vigorously. On the other side it is deficient. 
When he first came in he could not whistle. Now he makes 
a faint attempt at it. You see how much better the move- 
ments are made on the right side than on the other. The 
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nasolabial line on the right side is well marked and on the 
left side almost obliterated. It is a recovering case of 
facial paralysis. The protrusion of the tongue is straight. 
Both hypoglossal nerves work well. There is no less of 
hearing in this case as in the other I showed you, con- 
sequently there is no involvement of the auditory nerve. 
There was a time when he could not taste on the other side, 
but there is now no disturbance of the taste. 

There is one thing I would like to show you about this 
case that I did not think to mention in the other cases, 
and that is whether there is any palatine deviation. There 
is none now but there was when he came into the hospital. 

We have here three different kinds of facial paralysis. 
One with involvement of all the nerves below the 4th; one 
seemingly with involvement of only one of them, and the 
other with involvement of the 7th and 12th and one side of 
the body. 

Paralysis of the face may result from a disturbance of 
the nerve tract anywhere from the cortex to the muscles, and 
may be due to lesions that are central (or supra-nuclear,) nu- 
clear (also called central), menigeal (basilar), or peripheral 
(Bell's palsy.) 

The character of the paralysis differs according as the 
lesion is in the path above the nucleus, (supra-nuclear or 
central) in the nucleus (nuclear) or in the fibres outside the 
nucleus, especially the peripheral form. (Bell's palsy.) In 
the peripheral form all branches of the uerve are affected, 
the orbicularis palpebrarum as well as the muscles of the 
mouth. In supra-nuclear or central, the upper muscles of 
the face are seldom or never affected and the patient can 
close the eye. Paralysis of this portion of the tract is 
usually associated with hemiplegia and is generally the re- 
sult of haemorrhage. Another difference is that in supra- 
nuclear the voluntary movements are more affected than 
the emotional. In nuclear and supra-nuclear they 
suffer equally. In- supra-nuclear the reaction of the 
muscles is normal or presents a trifling change which is 
the same to both the faradic and galvanic currents; in 
others we have the reaction of degeneration, viz: loss of all 
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f aradic irritability and in an increase of the voltaic irritabil- 
ity of the muscles. In the supra- nuclear, taste would be 
affected. 

Facial palsy of nuclear origin is very rare and is an ac- 
companiment of glosso-labial palsy, diphtheritic paralysis, 
or of gross lesions of the pons, and would scarcely be uni- 
lateral. Facial palsy of meningeal origin is due to tumors, 
meningitis or fracture of the base of the brain and is ac- 
companied by lesions of other cranial nerves and is usually 
of specific origin. 

Peripheral facial paralysis is the common form. The 
onset is sudden, occurring after exposure to draft frequent- 
ly, and reaches its height in a few hours, while in the case 
before you there was a progression of the paralysis for 
several months. 

In the peripheral form if the lesion is between the 
chorda tympani and the geniculate ganglion we would have 
loss of taste in the anterior portion of the tongue on the 
affected side, and we might have hyperacusis, but we could 
not have such a wholesale involvement as shown here. As 
we have just demonstrated, all the nerves below the fourth 
are invc lved, so in all probability this is a meningeal tumor 
and of a specific nature. 

The treatment of facial paralysis resolves itself into a 
treatment of the cause. In the first case, it should be of an 
anti-specific nature. In fact, several years ago she was 
placed upon such a course of treatment which resulted in 
the amelioration of many of the symptoms. Had this been 
persisted in she might possibly have received much more 
benefit. She should receive the mixed treatment. Potass- 
ium iodide in gradually increasing doses, and mercury in 
the form of inunction, or mercury with urea hypodermically, 
should be persisted in for a long time. 

Electricity is of great service, especially in the peri- 
pheral forms. Galvanism should be used early to relieve 
the neuritis, using the positive pole over the affected nerves 
and the negative over the nucha, stabile application for five 
minutes daily. Later gentle massage and the application of 
electricity to restore the function of the paralyzed muscles 
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using the mildest current that will produce contraction. 
Faradism is to be preferred if irritability to it is not lost. 
If no contraction can be produced by the f aradic current, 
then use galvanism of sufficient strength to cause contrac- 
tion in the paralyzed muscles. 
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Gbrontcle anb Comment. 

It has been estimated that a death under an anaesthetic 
occurs once in 16,000 administrations in the case of ether; 

and once in 3,000 in the instance of chloroform. 

* * 

* 

"The great aim of the physician is to prevent disease; 
failing that, to cure; failing that, to alleviate suffering and 

prolong life." — Sir Wm. Jenner. 

* * 

* 

It should be well remembered that there are very few 
urethral strictures impossible to correct by patient and care- 
ful dilatation. Graduated bougies, sounds, and especially 
the olive-pointed dilators will, under proper use, effect an 
improvement and, if enough time be allowed, quite entirely 
overcome the contraction. A cutting operation should be 

held as the very last resort. 

* * 

* 

The experience gained during the late war is not to be 
without its effect upon the army medical department in the 
matter of general hospital preparedness — if so it may be 
termed. This is nothing more than would be expected in 
in view of the very mournful inefficiency in such affairs 
demonstrated in the hour of trial. It is announced that 
sixty portable hospitals are under order of construction, 
each hospital to be large enough to accommodate forty pa- 
tients. Pull equipment is, of course, to be provided, along 

with ambulance corps and stores of all kinds necessary. 

» * 

* 

The treatment of epididymitis with local applications of 
guaiacol is a distinct advance over the older methods of hot 
fomentations, hop poultices, etc. When seen in the early 
stages two or three applications of guaiacol during the day 
will often seem to entirely calm down the entire inflamma- 
tory process. The method of using guaiacol is to paint 
about fifteen drops of the pure drug over the cord of the af- 
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fected side; and then to use half a dram or so of a mixture 
of guaiacol and glycerine over the scrotum. This may be 
repeated twice daily, and four or five applications are usual- 
ly sufficient. The heat and pain rapidly subside, and recov- 
ery, under reasonable care, is generally prompt. 

* 
Dr. J. P. W. Ross, of Toronto, Canada, has had the very 
singular experience of, in two distinct instances, operating 
twice on the same patient for ectopic pregnancy. It is sin- 
gular enough to have one such patient upon whom it be- 
comes necessary to operate not only once, but yet again 
months or years afterwards for precisely the same condition; 
but to have two such cases in one operator's life is markedly 
unusual. Of course it is a mere accident that it should 
happen in this way. But just think a moment of the rarity 
of ectopic gestation in the first place. How many practition- 
ers are there who in a life time's active service, ever 
see a case? Then consider the operative cases (most of 
them, however, are operable) and the ratio of success! 
Then go on and conceive of that case again coming under 
care with an ectopic pregnancy, and again operated success- 
fully! And then to have all of such an extremely unusual 
experience repeated all over again in the case of another 

woman! ! 

♦ ♦ 

* 

There has been no inconsiderable laughter and derision 
over the old-fashioned, so-called "shot-gun" prescriptions 
of our fathers and forefathers in the ranks. But a halt has 
been called by Prof. A. Jacobi (Phila. Med. Jour.) who says: 

"Pine principles, when put to the test of daily practical 
experience, lose sometimes much of their ornamental glitter, 
and much of their usefulness. We hear the saying, and pass 
it on, that simplicity is of the greatest value in practice, and 
that a compound prescription is the damnation of the prac- 
titioner. If there be one indication, or one alleged indica- 
tion, there should be one remedy. Here is an example: In 
a case of collapse, lowering of the head is a good remedy; 
compression of peripheral blood-vessels another; hot-water 
injections into the rectum a third; salt-water infusion, either 
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subcutaneous or intravenous a fourth; the hypodermic use 
of alcohol of camphor, of strychnin, of digitalis, of caffein, 
a fifth, sixth, seventh, eighth- and ninth, the internal use of 
musk a tenth, and many more. If there be any simplicity 
and one remedy preacher who means to live up to his own 
notions and teachings, let him decide as to the single one of 
the indicated remedies he will select. There are only a few 
things that are quite simple and uncomplicated; one is a 
corpse, and the other a coffin." 

* 
The peculiar affection among match workers called 
"phossy jaw/' and attributed to phosphorus poisoning, bids 
fair to be placed on a definite pathological basis. It would 
seem from the bacteriological research of Dr. R. Stockman, of 
Glasgow, (Brit Med. Jour.) that the process is purely a tu- 
bercular degeneration— cario-necrosis— and not a so-called 
phosphorus poisoning; although the irritating effects of 
phosphorus fumes upon a denuded bone surface, or reaching 
bone texture it may be somewhat indirectly, no doubt 
favors a local tubercular infection. The disease belongs 
strictly to the occupation class, and has been the subject of 
no little legislative action and sanitary concern. In relation 
to its history it may be said "Phosphorus was first used in 
the manufacture of matches in 1833 in Vienna, Austria. 
Shortly after its introduction, and ever since, cases of ne- 
crosis of the bones of the upper and lower jaws have oc- 
curred among the work people employed in match factories 
The condition was first described by Lorimer, who between 
the years 1839 and 1845, saw nine cases in Vienna, but im- 
mediately after cases were also reported in Number^ 
Strassburg, Berlin, Lyons, Paris, Manchester and London 
as having occurred among the workers in match factories 
Improvements in ventilation and in manufacturing machine- 
ry have greatly diminished its frequency, but it has con- 
tinued to be not uncommon, and is widely recognized as a 
risk incurred by those who work with phosphorus/' 

♦ » 
* 

A great deal of progress is being made in the study of 

and in the treatment of, pulmonary tuberculosis. Lay 
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minds are becoming interested in ways of preventing, as 
well as in methods of curing, this most wide spread and 
terrible scourge. And it is high time that such should be 
the case. The spitting nuisance, especially in public con- 
veyances and public places, is becoming less noticeable, and 
the isolation of consumptives is becoming recognized as of 
importance. Thorough ventilation of public buildings and 
of sleeping apartments is insisted upon; and milk and meat 
inspection is being carried out. 

Another step, but not so much in the nature of preven- 
tion, is being fostered in Berlin. It consists of a movement 
among persons of moderate means to provide for a home or 
retreat to which they may retire in case any evidence of the 
disease becomes manifest. A small amount (about $1.25) is 
paid yearly into a fund, which, together with some bequests, 
will soon be sufficient for the erection of a suitable building. 
The site for such a building will be carefully selected, and 
it will be constructed with especial regard to its use and 
purpose. It is not designed to be a charity, but a sort of 
mutual insurance league to provide adequately for those 
who, perchance, may fall victims to the disease. The ad- 
vantages of such a plan are considerable and may well be 

copied in other cities. 

* ♦ 
* 

According to a table of mortality from cancer in Phila- 
delphia, and covering thirty-seven years, viz., from 1860 to 
1898, a most distinct and gradual increase is shown. For 
instance from 1860 to 1870 the deaths from cancer per 100, 
000 population was 34.7; from 1870 to 1880 the relation was 
40.28 per 100,000; from 1880 to 1890, it had increased to 
48.70; and from 1890 to 1898 another advance to 55.17 is 
shown. 

Before hurrying to a conclusion, however, based upon 
figures like the above, it becomes necessary to take account 
of circumstances and conditions. It does not perforce follow 
that a given disease is greatly on the increase simply be- 
cause the statistics at one point show an increased number 
of cases in proportion to population, or that an increased 
number of deaths from that disease has been reported. In 
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the first place comes the question of human judgement and 
the state of medical knowledge. If our means of diagnosis 
and our knowledge of pathology improve, in the case of a 
given disease, it is fair to presume that more instances of 
that disease will come to light. And history shows this to 
be true in those diseases having a positive pathology, and 
of a more or less general distribution. 

Then again— and this is of much value in the case of 
cancerous disease — a large city, growing in importance as a 
medical center, is no place in which to gather mortality 
statistics. This is especially so in regard to cancer, and is 
more or less generally applicable. A large city, the home 
of a number of eminent surgeons, and with rapidly increas- 
ing hospital accommodations, draws upon a large territory, 
and desperate operative cases of every kind find their way 
into wards and private rooms, and come under the care of 
this or that noted specialist. A great many of these cases, 
as we all know, have but a faint chance of recovery, yet 
they accept that chance — and wisely — for continued days of 
life, rather than return to distant homes hopeless. Many 
never recover — the faint chance of success from operative 
means not falling to their lot — and the deaths are registered 
against the city in which they were but temporarily resident. 
It is therefore manifestly inconsistent to place dependence 
upon undifferentiated general statistics of mortality in op- 
erative cases in large cities of medical importance. 

* 

Puerperal eclampsia is a thing to be justly feared. Those 
physicians who have seen a case, or cases, pray that they 
shall never see another; while those who, fortunately, have 
yet to observe their first case, have cultivated in thought 
the horror of the picture. Thus in a measure all are more 
or less prepared, by anxiety, against the coming of the foe. 
To the advantage of practical medicine it may be said that 
while the pathology and the specific nature of puerperal 
eclampsia is still but partly understood, yet there is abso- 
lutely no justification for inactivity in consequence of that. 
We know precisely what to do, and measures for relief may 
be instituted without one moment's delay. While no general 



Digitized by 



Google 



312 CHRONICLE AND COMMENT. 

law can be laid down to be undeviatingly followed, yet in 
the large majority of cases the attending physician well 
knows that the rapid and complete emptying of the uterus 
is indicated and is necessary. There is no warrant in delay, 
unless it be in exceptional cases of mild spasms near the 
period of foetal viability, and where a living child is greatly 
sought — and even then the matter must be most carefully 
weighed and the best of counsel sought. The importance 
of a right determination can probably only be adequately 
understood when regarded in the light of a "past opportu- 
nity." The reflection — the self- accusation — may come: This 
pregnancy should have been terminated when the first alarm was 
sounded. 

But you may say that sedatives, that morphia, chloral, 
and chloroform have saved a good many from the extreme 
line of danger and preserved to the world a new soul — the 
joy of a fond mother's breast. That may be so, but such a 
statement does not take into account the mothers and child- 
ren that have passed into eternity in trying to reach the 
goal of successful delivery at term. The first and constant 
consideration should be the danger to the mother, and remem- 
ber that that mother in trying to fill out the gestation time 
is taking an even chance between life and death. (General 
statistics, judging from known hospital statistics, would, no 
doubt, show a mortality of nearly 50 per cent.) The ques- 
tion, therefore, straightly comes: Is any mother justified 
in taking an even chance for the sake of an unborn child, 
and with no just assurance of a viable child at that? It does 
seem that there can be no question upon points so sharply 

drawn and upon matters of so grave concern. 

* # 

Dr. J. S. Hammond, of Butte, Mont., has gathered up 
his experience in 1000 cases of labor, and reviews them in 
the December issue of the American Journal of Obstetrics. 
While the experience given is not unusual, it is none the 
less interesting; indeed it is far from true to maintain or 
believe that the only, or the more absorbing, interest in 
things medical lies in the unusual or exceptional instances. 
The very foundation of clinical teaching rests in exploiting 
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that which is common, bringing out forcibly examples of 
this or that, destined to be frequently met out in practice. 

A large number of Dr. Hammond's patients were of 
foreign birth or extraction, which may have some influence 
in the summaries. This is no doubt quickly shown in one 
fact, viz., that nearly one-third of the cases were in primi- 
parous women, it being true that the hardy foreign-born 
woman, and especially those of the poorer classes, very 
often get along without a doctor after they have passed 
through the first trial of labor. Dr. Hammond kept a re- 
cord of the duration of labor in the thousand cases, and 
found the average to be about twelve and a half hours; the 
shortest time in labor being about half an hour, and the 
longest ninety-six hours. In seven hundred of the cases a 
record was kept as to the use of an anaesthetic, and it was 
found that chloroform was employed in 340, almost one-half. 
Chloroform was the only anaesthetic agent used, and no ul- 
terior effects, or reasons for its non-employment, are chron- 
icled. In 105 of the one thousand cases forceps were used; 
and in 155 instances a laceration of the perineum occurred. 
Podalic version was done 21 times; and there were 43 still- 
births out of the grand total. Prolapse of the cord hap- 
pened in four cases, being fatal to the child in each instance. 
So-called, "hour- glass" contraction was observed seven 
times. Post-mortem Caesarean section was once performed, 
forty minutes after death. The child could not be resusci- 
tated. In two cases ante-partum eclampsia developed ;and in 
seven cases placenta praevia existed. Five maternal deaths 
happened in the 1000 labors; two credited to septicaemia; 
two to traumatic peritonitis; and one to embolism. Pour- 
teen years was the age of the youngest primipera, and 
forty-two that of the oldest. The weight of the smallest 
viable child, at birth, was three pounds and of the largest, 
thirteen pounds. 

There were fourteen twin labors in the one thousand 
cases, which leads the observer to the reflection that he had 
practiced medicine for fourteen years before he came to his 
first case of twin labor, and then twin labors came with a 
rush, upon one occasion two cases of twin labor occurred 
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between morning and noon of the same day. This reminds 
us^of an observation of that noted and eloquent teacher, the 
latedProf. Dunster. He once remarked that during the 
whole course of his extensive professional life he had seen 
just three cases of web-fingers — and those three cases came 
under his* attention during one week! 

Recently at St. Petersburg the one-hundredth anniver- 
sary of the establishment of the Russian Medical Military 
Academy was celebrated with great festivity. Delegations 
of military medical men were present from Prance, England 
and Germany; a reception was given by the Czar and gen- 
eral congratulations were the order for a period of a week 
or more. 

The epidemic of influenza which has recently passed 
over the country and which now appears to be rapidly sub- 
siding, showed a type very much milder than heretofore. 
While a great many individuals were affected, and incapa- 
citated for several days, yet the mortality rate was not 
especially affected, the disease itself being mild, and not so 
prone to complications as upon previous occasions. 

« 
One part of chloroform to three of spirits of camphor 

makes a comforting local application in cases of superficial 
neuralgia. Care should be taken, however, that the eyes 
and mouth be protected, if applied to the face; and it should 
also be remembered that a strong counter-irritant effect 
will be produced, on sensitive skins, if free evaporation be 
limited or prevented. Within these restrictions the mix- 
ture will be found palliative and comforting. 

* * 

* 

Never before has there been such interest in the study 
of tuberculosis as at the present moment. Several times in 
previous issues of this magazine, and in this department, 
has attention been called to civic and scientific interest in 
this subject until now it can be said that almost all the lead- 
ing centers of thought have taken up this disease in its var- 
ious aspects as a most important topic for debate and action. 
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In England, particularly, the public mind has been prompted 
to a realizing sense of the spread and fatality of the affec- 
tion, and English men and women, looked to as leaders in 
wholesome movements, both within and without the profes- 
sion, have turned to the study of tuberculosis as one of the 
most promising and important fields of philanthropic and ed- 
ucative endeavor. We say philanthropic and educative, for 
we well know that science teaches that a vast deal may be 
done for the relief of human misery, in this direction, by the 
exercise of more or less simple means of prevention. And 
these means of prevention in the case of tuberculosis lie at 
the very doors of most people; it is contended that it is en- 
tirely within the realm of human effort to most decidedly 
curtail this disease. Education, therefore, and leadership 
offer the means for doing great good to humanity, and not 
alone the humanity of today, but like most other great race 
interests the blessings of relief — the blessings of a cleaner 
and better mode of life — will also be for the sons and 
daughters of tomorrow. 

Every encouragement should be given to the discussion 
of, and the dissemination of knowledge in regard to, this 
disease. Our best minds cannot know too much of this 
matter; nor can a little knowledge be too widely spread. 

* * 

The education of women in medicine along with — in the 
same institution and in the same classes with — men is des- 
tined to be the universal custom in Chicago. The College 
of Physicians and Surgeons (Medical Department of the 
University of Illinois) has opened its doors to the admission 
of women, and a goodly number have already taken advant- 
age of the opportunity. Rush Medical College (in affiliation 
with the University of Chicago) it is thought will soon open 
its portals to women; while the Northwestern University, 
having a separate medical school for men, and another for 
women, located in different parts of the city, is on the point, 
so it is whispered, of consolidating the two schools into one 
co- educational institution under one roof. The trend of 
opinion upon both sides is very evidently in favor of such 
an arrangement. There is certainly not one aspect of med- 
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icine — or one way of teaching medicine — for women, and 
another for men. It is the same whoever the student may 
be. There are, of course, — and there always will be, — wide 
differences of opinion as to the necessity and prudence of 
women in the medical profession; but those differences will 
be no farther apart because of the increase of medical co- 
educational facilities, indeed it is believed that the cham 
pions pro and con will be less divided in their convictions 

upon the subject. 

* ♦ 

* 

* 'There are in medical minds great differences in es- 
timating the importance and necessity for surgical opera- 
tions. The frequency of many abdominal sections depends 
as much on the attendant as the case itself. Doleris has 
said that five out of seven cases of oophorectomy done in 
Paris have been unnecessary and unjustifiable, Dr. C. W. 
Chancellor, United States consul at Havre in 1896, esti- 
mated that in Paris over 40,000 women have been subjected to 
oophorectomy and hysterectomy since 1883, and 50,000 in 
France in the same time. Many, he says, are in a more de- 
plorable condition than before; not more than five per cent, 
are benefited. How often done needlessly in this country 
it is impossible to estimate. A large number of healthy 
ovaries have unfortunately found their way in pickling pots. 
To what extent the rounds of successful abdominal surgery 
have been swelled in this way no one can say. v — E. D. 
Palmer, (Am. Jour. Obs.) 

This is but the picture in Prance, and granting that it 
is the extreme of the condition there has been a reflection 
of this surgical energy, and not of small proportions, in 
Germany, England and America. This may be well ap- 
preciated by following the words os Dr. J. P. Johnson, of 
Washington, D.C., uttered before the Southern Surgical and 
Gynaecological Association at the late Memphis meeting. 
Dr. Johnson there said: (Am. Gyu. & Obs. Jour.) "Since 
Battey suggested normal ovariotomy for the relief of many 
of the uncontrollable nervous and painful symptoms accom- 
panying tne menstrual molimen in 1872, and Lawson Tait 
in the same year the removal of the uterine appendages for 
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chronic imflammatory and suppurative diseases of those or- 
gans, and Heger, in Germany, about the same time recom- 
mended the complete removal of the ovaries and tubes for 
arresting the growth and haemorrhages of fibroid tumors of 
the uterus, many of these important and special organs of 
sex in the female have been sacrificed, which accumulating 
experience and the improvements in abdominal surgery now 
make it possible to save. For a score of years Battey, Heger 
and Tait set the pace in three of the greatest countries of 
the globe. Radical operations were the rule. So great was 
the fear of opening the abdomen that, when it had been once 
opened for the removal of an ovarian tumor and the appen- 
dages on one side, the other ovary was too often removed 
also, if it showed any signs of being even slightly diseased, 
and in not a few instances the only reason given for its sac- 
rifice was that it might some day become diseased, and had, 
therefore, better come out while the opportunity afforded 
without increasing materially the danger or expense of the 
patient/' 

Well may the next generation of medical men look back 
with stern criticism upon the wonderful (?) surgical achieve- 
ments — so far as the surgery of the ovary is concerned — of 
the latter part of the nineteenth century. 

This question is one it is hard to follow and philosophize 
upon. It has great sociological as well as strictly -medical 
importance; and we can scarcely measure the result of the 
castration of nearly 100,000 French women within a few 
years. But what if 100,000 French men had been emascu- 
lated during the same period of time! If France »now finds 
it necessary to put a premium upon procreation in order 
that the normal measure of racial increase may be obtained 
and held, what will be the argument of the sociologist in 
reference to this question of wholesale castration? 

Consolation may be had in the knowledge that many of 
our leading gynaecologists — men of high moral fitness and 
conscientious endeavor — are now moulding professional 
opinion in the path of a greater conservatism. Experience 
has taught that a large percentage of these cases in which 
a double oophorectomy had been done under the impression 
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that nothing short thereof would avail, have been but little, 
if any benefitted. When this becomes fully appreciated by 
those who unremittingly pursue and hold to the conviction 
of the highest service to mankind as paramount to all else, 
then will come a demand for greater surgical reservation, 
— and the demand will be so strong that even the most 

reckless and incompetent will heed its voice. 

# * 

* 

"The truth about medicine is that 'disease is a much 
larger subject than diseases. We have to classify disease 
into diseases, and partition them off from one another by 
certain special boundaries so that we can give them names. 
But after all this is often like trying to lay off the surface 
of a lake into acres. Whatever name you give to a patient's 
disease, he is very apt to have something more than that 
name will cover. In Some cases you had better not have 
thought of the name of the disease at all, for it might have 
suggested to you conditions which were not present or 
failed to suggest the really important conditions which 
were present. The patient, for example, has pneumonia; 
yes, but it is not the pneumonia, but the toxaemia which is 

killing him." — Thomson. 

♦ * 

* 

In instances of extra-uterine, abdominal, pregnancy, Dr. 
E. A. Ayres, in a paper before the Section on Obstetrics 
and Gynaecology of the New York Academy of Medicine, 
outlined the course of procedure to be consistently followed. 
The conclusions are based upon cases under direct observa- 
tion and upon the "study of one hundred and fifty-two cases 
operated on between the sixth and sixteenth month since 
the year 1880." (Med. Rec.) "(1) Operate by the vaginal 
method only when the foetus has already perforated the va- 
ginal wall or is suppurating and is closely pressed against it 
and the foetal head presents; then remove and drain; (2) if 
the foetus is living, do an abdominal section as soon as 
thorough preparation can be made, starting near the pubes 
lest the gestation sac should be intraperitoneal; (3) remove 
the foBtus first and without disturbing the placenta if pos- 
sible; (4) if the placental circulation is active, ligate the 
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ovarian and uterine arteries before separating the placenta; 

(5) compress the aorta and bleeding surfaces with gauze; 

(6) if extra-peritoneal, enucleate the gestation sac; (7) if the 
placenta cannot be removed, stitch the sac to the abdominal 
wound, dust with salicylic acid, pack with sterilized gauze, 
and cut the cord close to the placenta, leaving the gauze in 
the wound; (8) if the placenta must be left, it might be in- 
jected with tannin, salicylic acid, or formaldehyde, after 
which the cord should be cut, the amniotic sac trimmed off, 
and the wound closed; (9) the secondary operation must de- 
pend upon the placental disturbance; (10) if the foetus is 
dead, delayed operation is elective; (11) if it has been dead 
for one month or longer, operate at once without waiting 
for sepsis; and (12) if it is macerated, remove it immedi- 
ately." 
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PRACTICAL URANALYSIS AND URINARY DIAGNOSIS. A 
Manual for the Use of Physicians, Surgeons, and Students. By 
Chablb8 W. Pubdy, M. D. ? LL. D., Professor of Clinical Medicine 
at the Chicago Post-Graduate Medical School. Fourth Revised 
Edition. With Numerous Illustrations, Including Photo-Engrav- 
ings and Colored Plates. In one Crown Octavo Volume, 365 
Pages, bound in Extra Cloth. The F. A. Davis Co., Publishers. 
Philadelphia. 

The fact that three large editions of this work have 
been exhausted within three years of its first appeal ance; 
that the work has been adopted as a text-book, upon the 
subjects therein treated in the majority of the medical col- 
leges of this country and is regarded by the profession gen- 
erally as the foremost work on uranalysis, should be very 
gratifying to the publishers and to Dr. Purdy, the author. 

The present edition is an improvement on earlier ones 
n that less modern or obsolete methods have given place to 
newer and improved ones, and by the results of original ye- 
search and observation the worker in this field will find 
himself well equipped and wisely guided. Some extended 
changes are noted hi the chemistry of the urine and these, 
together with a number of new illustrations, bring the work 
thoroughly up-to-date. Urinary Diagnosis, forming a con- 
siderable portion of the work, and in many respects the 
most interesting to the practitioner, has been carefully re- 
vised and elaborated. Ehrlich's test, or the diazo- reaction, 
for the diagnosis of typhoid fever, is regarded as almost 
infallible and the author believes that much of the diversity 
of views as to the value of the reaction has arisen in conse- 
quence of faulty methods.. 

Not the least valuable chapter is that treating of the ex- 
amination of urine in life insurance. The author is em- 
phatic in proclaiming as undesirable risks>all men who have 
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at any time even minute quantities of albumen in the urine, 
especially those at and beyond middle life and who are 
commonly termed "good livers'*. 

The potassium ferrocyanic test is advised as most re- 
liable for albumen and Haines' test instead of the classic 
Fehling's for the presence of sugar. 

The author's electric centrifuge, (in which he disclaims 
any commercial interest) the use of which is fully described, 
is properly regarded as almost if not quite essential for ob- 
taining sediments for microscopical examination. Finally, 
one who possesses this excellent work may rest assured that 
he has the best on the subject and will scarcely require any 
other. E. L. H. 



AKROMEGALY. By Guy Hinsdale, A. M. M. D., Fellow of the 
College of Physicians of Philadelphia and of the American Aoade- 
my of Medicine ; Member of the American Neurological Association 
and American Climatological Association; Assistant Physician to 
the Orthopedic Hospital and Infirmary for Nervous Diseases, and 
to the Presbyterian Hospital of Philadelphia, etc. , etc. Published 
by Wm. M. Warren, Detroit, Mich. 

This is the essay to which the Boyleston Prize of the Har- 
vard University was awarded for the year 1898, and it makes 
a book of about ninety pages. The essay, it is needless to 
say, shows not only a very thorough knowledge of the lit- 
erature of the subject on the part of the writer, but bears 
internal evidence of original observation and research. 

The history of the discoveries made in connection with 
this disease is carefully reviewed, and after a detailed ac- 
count of the symptomatology, course and duration, the anat- 
omy, embryology and pathology of the disease, so far as is 
known, are discussed and a probable connection traced be- 
tween acromegaly and gigantism and dwarfism. Accord- 
ing to our author the treatment of this disease by all previ- 
ous methods has been unsatisfactory but latterly the 
t hyroid extract has been employed in a number of cases 
with the result that the enlarged extremities have under- 
gone improvement in the way of lessened size. 
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Reference is made to the treatment of acromegaly by 
pituitary extract, which has been tried by a number of 
clinicians, both in this country and Europe, the results on 
the whole being less favorable than with thyroid extract. 
The author suggests that a combination of the pituitary and 
thyroid extracts might be of benefit when both the thyroid 
gland and hypophysis cerebri are diseased. 

The essay is rounded out with detailed clinical histories 
of a few cases and the book is embellished with a liberal 
number of illustrations, many of them being original. 

W. H. W. 



THE SEXUAL INSTINCT : Its Use and Dangers as Afferting Hered- 
ity and Morals. By James Foster Scott, B. A., M. D., C. M., 
Late Obstetrician to Columbia Hospital for Women, Washington, 
D. C. New York : E. B. Treat & Co., 1899. 

This is a unique and most commendable volume. It is 
unique in that it is bold and fearless in a field where shy- 
ness has sway; it is commendable in that it carries a teach- 
ing of the very highest character. It is not a medical 
work, yet it is one that should be well known by medical 
men that they may endorse it to many a man who needs 
such a book of information. It is a question, of course, just 
how far a physician can go, or should go, as a moral advisor of 
his perverted patient; bu t there is no doubt that the physician 
has a great opportunity, and should inspire by his words of 
calm judgment the moral confidence, as well as the profes- 
sional confidence, of a venereal patient or a patient who 
seeks advice upon some point concerning the sexual func- 
tions. It is to be deplored that such matters are lightly 
treated, and even laughed at, by some medical men, with the re- 
sult that an irresolute and more or less ignorant youth is 
thrown on into sexual misfortunes rather than deterred 
therefrom. 

This book impresses the value of purity, cleanliness 
and a moral regard for women. It shows the filthiness of 
prostitution; and the filthiness of the "man about town." 
It brings out strongly the effect of sexual vice upon the 
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happiness of mankind and womankind directly and from an 
hereditary point of view. The author well shows that 
there are not two laws in sexual matters — one for man and 
another for woman. 

The latter part of the book is given to a delineation — a 
plain, fair statement for the lay mind — of venereal diseases 
and the entailing degenerations. 

Any man having strength of character enough to follow 
out good teaching should know what this book contains. It 
is a mighty good book for a father to hand to a son possess- 
ing intelligence enough to reason out its virtues. 



A PRIMER OF PSYCHOLOGY AND MENTAL DISEASE for Use 
in Training-schools for Attendants and Nurses and in Medical 
Classes. By C. B. Burr, M, D.. Medical Director of Oak Grove 
Hosiptal for Nervous and Mental Diseases, Flint, Mich ; Formerly 
Medical Superintendent of the Eastern Michigan Asylum, etc. 
Second Edition. Thoroughly Revised. The F. A. Davis Co., Pub- 
lishers, Philadelphia. 

A handy little manual adapted to the use of those enter- 
ing upon the study of this branch of medical science. The 
author has had an extensive experience in dealing with this 
class of cases — those with more or less marked mental de- 
flection, and his experience may well be used as a guide to 
those seeking such knowledge. There is added to the pres- 
ent edition a chapter of suggestions as to what to do and 
what to avoid in caring for the insane. 



A COMPEND OF OBSTERICS. Especially Adapted to the Use of 
Medical Students and Physicians. By Henry G. Landi?, A.M., 
M. D., and William H. Wells, M. D. Sixth Edition. Philadel- 
phia: P. Blakiston's Son & Co. 1898. 

For a long time — and because of its brevity, conven- 
ience and dependable teaching — this little aid has kept its 
popularity, now appearing in a sixth edition. 

Obstetrics seems to be one of the subjects in medicine 
permitting of considerable condensation for examination 
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purposes; and yet it is for only rapid, pre-examination re- 
view that anything of this kind should be used. It is 
only within these limitations that the so-called "compends*' 
should be recommended, for they are too * light." The 
practitioner who is satisfied with the quick perusal of a com : 
pend will generally be found to be a superficial student with 
a mediocre practice. These little, condensed manuals are 
not sufficient, and while they in a sense may be said to ap- 
peal to the "busy man," yet in fact, the busier the man the 
more the need for full teading — for a rounding-out in liter- 
ature of a large observation and experience. It is the 
blending of these — wide observation and extensive literary 
research — that makes, other things being equal, the highly 
successful physician and surgeon. 
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SURGICAL CLINIC, COOK COUNTY HOSPITAL. 
— Cases from the Service of Albert I. Bouffleur, 
M. D., Assistant Prof essor of Operative Surgery, 
Rush Medical College; Chief Surgeon^ Monroe 
St. Hospital; Attending Surgeon, Cook County 
Hospital, etc., Chicago. 

Case I. — Fracture of Patella. Barker's Operation. This 
patient sustained an indefinite injury of the knee about one 
month ago which has been followed by some lameness. He 
was unable to inform us of the exact nature of the injury 
nor as to the definite symptomatology save the pain and 
persistent lameness. 

About one week since he fell again. In attempting to 
catch himself with his right leg he felt something give 
way and was unable to walk thereafter. He applied a fig- 
ure-of-eight bandage above and below the patella very 
tightly. When wearing this he was able to get about with 
the assistance of a cane. 

Examination reveals a transverse fracture of the patella 
with the broken surfaces facing forwards, facing the under 
surface of the skin. The bandage has been applied so 
tightly that the excessive pressure on the extremities of 
the patella tilted the broken surfaces towards the skin. It 
is impossible to adjust the fragments and to bring their 
surfaces in the same planes by any kind of bandage. 
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When the fragments can be readily brought into appo- 
sition and reduction comfortably maintained by bandages 
or adhesive straps, this conservative plan of treatment is 
proper, and the results quite uniformly satisfactory. This 
is especially true when crepitus can be elicited and there 
is nothing interposed between the fragments. 

While the union is usually ligamentous, -the connecting 
band is so short that a good functional result is secured. 
The ligamentous band will ordinarily be less than one- 
half inch long and frequently not more than one fourth of 
an inch; in either instance the functional result will be per- 
fect. Even where the band is a full inch long the use of the 
limb is usually good. 

In these cases where reduction cannot be effected readily 
or in which shreds of periosteum are interposed between the 
fragments, operative measures afford the only means of se- 
curing good functional results, and form, in fact, the only 
rational treatment. The unusual frequency with which the 
open incision method was followed by septic arthritis and 
phlegmonous inflammation of the thigh with its dangerous 
accompaniments cause many cautious surgeons to shun the 
operative treatment of fractured patella. 

The unexplainable frequency of infection, even in the 
service of some of our most careful hospital surgeons, has 
caused considerable discussion on this spbject. One of the 
best explanations of the occurrence of this complication 
was presented by Fowler a few years since in which he 
claimed that the cases of infection with phlegmonous inflam- 
mation of the thigh were cases accompanied by a diffuse 
swelling of the knee and thigh; the joint not being distend- 
ed. The swelling being diffuse instead of localized indicated 
a ru pture of the capsule with the extravasation of blood in- 
to the thigh. The infection of this extravasated blood gave 
rise to the diffuse phlegmonous inflammation of the thigh. 
In cases where the capsule was not ruptured sepsis did not 
occur in a large series of cases. 

There can be no question but that the free opening of 
the knee-joint, even under the most favorable circumstances, 
is fraught with considerable danger, and especially where 
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the joint and adjacent tissues are filled with extravasated 
blood which seems a peculiarly good culture medium for any 
microbes which might perchance gain entrance into the 
joint either before or during the operation. The tissues are 
in a poor condition to resist even a very slight infec- 
tion. 

As the conservative methods are frequently futile and as 
the open method is not free from danger various subcutane- 
ous methods have been devised. Of these the peripheral 
surrounding of the patella by catgut or wire sutures and 
the longitudinal surrounding of «the fragments by wire are 
the most satisfactory. My experience with the latter, 
Barker's method, has been very satisfactory and the sim- 
plicity of the operation and lack of necessity for keeping 
the patient in bed commend it highly. 

The operation which we will now perform consists in 
making an incision three-fourths of an inch long over the 
patellar tendon longitudinally. A silver wire threaded on a 
very long needle, preferably an armed perineal needle, 
is passed through the tendon beneath both fragments 
and out through the quadriceps tendon and skin above the 
patella. The unthreaded needle is now inserted in the 
original opening and passed superficially to the patella and 
out the same opening above, where the wire is threaded in- 
to it and withdrawn. The wire is twisted below and the 
knot buried in the tendon. By using a rather heavy wire 
considerable force can be applied in bringing the fragments 
together. The lateral insertion of a drill, or a heavy needle 
would do as well, enables us to remove any interposed 
shreds of tissue between the fragments. The location of 
the wire renders it, ordinarily, harmless and it is allowed to 
remain in situ permanently unless it causes annoyance, when 
it can be readily removed. 

We apply no splint in these cases, but allow the patient 
to move the limb about' in bed and to maintain free motion 
in the knee while he walks about on crutches. 

This operation is very satisfactory to both the surgeon 
and the patient. The absolute immobilization of the frag- 
ments favors rapid and firm boney union. The operation 
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can be done under local anaesthesia but ordinarily general an- 
aesthesia is to be preferred. 

Cases II and III. — Ventral Hernia. These two patients 
are presented in contrast, both as to conditions present and 
as to treatment. 

They are both laborers and about forty years of age and 
give equally indefinite histories as to the causation of their 
troubles. 

The first case presents a swelling in the mid-line above 
the umbilicus, about the size of a hen's egg and upon reduc- 
tion we find the opening in the abdominal wall is very large; 
nearly as large as the circumference of the swelling. It is 
a well recognized fact that large-ringed ruptures are the 
least likely to become strangulated and therefore they de- 
mand operative treatment least. 

It is good practice to make careful inquiry into a pa- 
tient's general condition before advising any plan of treat- 
ment. About one year ago a patient was admitted to my 
service in the hospital for operation for ventral hernia. 
During the days of preparation she developed another ven- 
tral hernia and close inquiring revealed active syphilis 
present. During the following week still an additional rupture 
occurred. Instead of operating we placed her on active 
specific medication and advised postponement for several 
months. 

You will note that this patient's feet are oedematous and 
upon investigation we find the urine heavily loaded with albu- 
min and numerous varieties of casts. 

This complication is a contra-indication to an elective 
operation which it is in a large-ringed ventral hernia of this 
size. 

The other case presents a swelling about the same size, 
one inch to the right of the median line. After reduction 
we find a small ring with rigid border and when the patient 
coughs we note a marked protrusion. 

This is a small-ringed hernia with the rupture through 
the rectus muscle, probably at one of the transverse tendon 
intersections. 

Like in the former patient this hernia is complicate d 
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but in this instance it is by pulmonary tuberculosis, which is 
attended by a very severe cough. 

The general condition of the patient is a contra-indica- 
tionto operation, but the small-ringed, rigid opening through 
which the hernia is forced by the persistent coughing, ren- 
ders strangulation especially likely to occur, and therefore 
we have advised operation in this case, while the other will 
be referred to the medical service for the treatment of his 
nephritis. 

Operation. — After exposing the sac it is dissected 
through the ring with great care and ligated off. The peri- 
toneum, which has an intimate attachment to the fascia here, 
is separated with difficulty. Next we make an anatomic 
approximation of the tissues of the wall, suturing muscle 
to muscle and fascia to fascia with buried catgut sutures. 
The skin is now closed without any tension, which is not 
possible when through-and-through sutures are inserted. 
(Skin sutures removed a week later. Patient denied any 
knowledge of the presence of a wound.) 

Case IV. — Tuberculosis of the Umbilicus. This patient 
gives a history of having been troubled for only ten days. 
At that time he noticed cramp-like pains in the abdomen, 
which were followed in three days by a discharge from the 
umbilicus and tenderness and soreness in that region. The 
tenderness became so marked that he was obliged to quit 
work. 

Patient admits repeated chancroid infection, but other- 
wise has been well except an occasional attack of colicky 
pain followed by diarrhoea after drinking beer, for several 
years. 

His family history is negative except that his sisters 
died of tuberculosis. 

Examination revealed purulent discharge from umbili- 
cus and a slight swelling to the right, and below the umbili 
cus, apparently in the deeper part of the abdominal wall. 

Operation. — We enlarge the opening and remove with 
the curette over an ounce of typical tubercular granulation 
tissue. A cavity the size of a walnut, internal to the abdom 
inal wall, is exposed and packed with iodoform gauze. 
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Subsequent microscopic examination of smear prepara- 
tions of the pus revealed great numbers of tubercular bacilli 
in some preparations, with absolutely negative findings in 
others. 

The question naturally arises as to the origin of the in- 
fection. Was it a case of tuberculosis of a blind urachus or 
of Meckel's diverticulum or primarily of the umbilicus? The 
entire absence of any eczema or inflammation of the umbili- 
cus and the first appearance of the trouble being internal to 
the abdominal parietes would naturally lead us to suppose 
that it had developed in one of the embryonic remnants in 
this location. On the other hand the circumscribed swelling 
immediately beneath and to the right of the nmbilicus would 
cause us to suspect that the infection had occurred through 
the umbilicus. 

This case of tuberculosis of the umbilicus calls to mind 
the case of tubercular abscess of the groin which we pre- 
sented last week. You will recall that it was the case loaned 
from the service of one of my associates in which a cold 
abscess had first developed in the groin, later one appeared 
in the abdominal wall extending nearly up to the umbilicus 
and still later one had developed above the umbilicus within 
the sheath of the rectus muscle. 

Upon being incised no connection could be determined 
from one to the other. Tubercular bacilli were detected in 
that case and since incision, drainage and iodoformization it 
is progressing favorably. 

The extension in that case was not by gravitation but 
by regional infection between the muscles of the abdominal 
wall. Both cases will recover under the free use of iodoform 
with free drainage. 

Case V. — Empyema of Antrum. — Necrosis of Maxilla. This 
patient first noticed a swelling of the right cheek four weeks 
ago. He did not experience much pain for several days but 
noticed a sense of weight or pressure. For the past two 
weeks he has had considerable fever, we are informed by his 
friends, and has been very weak and delirious. After the 
extraction of some teeth pus began to discharge and the 
pain lessened. 
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He claims not to have had any toothache. Suffered 
from nasal catarrh for several years. 

Examination revealed several discharging sinuses 
through which necrosed bone could be detected by the probe. 
As the patient was very anaemic and weak — and his fever and 
pain having subsided with the evacuation of the pus — we 
postponed operation for a few days during which time we 
have given him tonics with general stimulation. 

Operation. — An incision connecting the tooth openings 
enables us to expose the necrotic bone. By means of the 
periostome the bone is readily separated and removed. 

The wound bleeds very profusely owing to the vascular- 
ity of the great mass of granulation tissue. 

We remove it with the curette quickly and pack the 
wound with iodoform gauze saturated with compound tinc- 
ture of benzoin. This dressing will be renewed every second 
or third day. The cavity made by the removal of nearly 
half of the superior maxilla will fill in rapidly under this 
treatment as the parts are vascular and the pref oration pre- 
vents active infection of the wound. 
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THORACIC AND ABDOMINAL NEURALGIAS.- 
A CLINICAL LECTURE. Delivered in Rush 
Medical College by Henry M. Lyman, A. M., 
M. D., Professor of Medicine. 

Gentlemen: — The patient to whom I wish to direct 
your attention this morning,' is a man of middle-age, mar- 
ried, of medium height and slender figure. In early youth 
and manhood a sufferer from frequent headaches, he tells 
us that they do not now often trouble him. He has never 
had syphilis nor gonorrhoea; is a total abstainer from alco- 
hol, and seldom uses tea, coffee or tobacco, having noticed 
that they increased the frequency of his headaches. When 
a boy he on several occasions suffered with a "stiff-neck," 
due to musctllar rheumatism. For a number of weeks he 
has complained of pain between the ribs, sometimes on one 
side of the thorax, sometimes on the other. Occasionally, 
he feels severe pain about the heart, shooting into the 
shoulder and upper arm. On one occasion, after eating a 
hasty meal, washed down with two or three glasses of iced 
water, going out into a cool wind without buttoning his 
over-coat, he was attacked with violent pain in the epigas- 
tric region, soon becoming general throughout the chest 
and upper arms, and yielding only to a hypodermic injection 
of morphine. In this connection he tells us that his bowels 
are always constipated and that every morning he is much 
troubled to clear his fauces of accumulated mucus that is 
thick and sticky. Physical examination reveals no marked 
disease of the lungs, heart, liver, spleen, or kidneys. His 
locomotion is perfect; there is no derangement of sensation; 
the organs of special sense are in their normal condition. 
But, on looking into his throat, you discover the evidences 
of chronic catarrhal inflammation of the fauces and 
pharynx. Sometimes he experiences slight tenderness on 
pressure over the epigastrium, which is aggravated during 
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the painful paroxysms that recur after slight disorders of 
digestion. 

This, then, is a case of gastralgia, or, speaking more 
precisely, of neuralgia that has its focus in the gastric 
nerves and plexuses, and sometimes also involving the car- 
diac and thoracic nerves — chiefly those that belong to the 
sympathetic nervous system. You will frequently encount- 
er such cases among women, and men with a feminine deli- 
cacy of organization, especially when they are worn out by 
hard work, loss of sleep, lack of nourishing food, and mental 
anxiety. Some of you may remember a young woman who 
complained of repeated attacks of frightful pain in the py- 
loric region near the anterior margin of the liver. She had 
worked hard for several years, preparing herself to be a 
school-teacher; had stinted herself in the matter of food and 
sleep; was finally put to work as a substitute, but after a 
brief trial was set aside without any assurance of permanent 
employment. During this period she began to suffer with 
gastralgia which ceased to recur only after she received the 
long-desired appointment in the public schools. In this con- 
nection it is worth while to notice the location of pain — in 
this case so near the gall-bladder that one is strongly 
tempted to infer the presence of gall-stones. The absence 
of tumor and the non-existence of jaundice should render 
one cautious regarding such a diagnosis; for I have known 
patients to be operated on with the expectation of finding 
gall-stones, yet, on opening the abdomen, nothing could be 
discovered to account for the painful paroxysms of what 
was really neuralgia. On the other hand, I have known of 
recurrent, non- febrile paroxysms of pain in the pyloric re- 
gion, unattended by jaundice, in which laparotomy revealed 
the existence of calculi in the hepatic ducts above the com- 
mon bile duct. Such experiences should make one cautious 
about dogmatic interpretation of painful symptoms in this 
region. The same thing is true of the ileo-caecal region. I 
fear that many a patient has passed through an operation 
for appendicitis who was suffering from nothing more dan- 
gerous than a rheumatic neuro-myalgia. 

Returning now to the patient before you: he tells us 
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that sometimes he suffers with dreadful pain about the 
heart, shooting into the shoulders and felt in the upper 
arms. This suggests the possibility of angina pectoris, a 
form of neuralgia usually experienced by elderly persons 
whose coronary arteries are more or less occluded by reason 
of atheroma or sclerotic thickening of the vascular walls. 
In such cases there is obstruction of the circulation of blood 
through the vessels of the heart, and death is the very com- 
mon result of a painful attack. That the horrible pain is 
due to arrest of circulation is rendered highly, probable by 
an incident which I once observed. Sitting by the side of 
a little boy who was dying with diphtheria, I was observing 
the course of the pulse as it grew feebler and faster, when 
suddenly the little patient put his hand over the cardiac re- 
gion, exclaiming "Oh! the pain, the pain!" The pulse had 
ceased to beat, and in less than a minute the child was dead. 
Such cases constitute what is known as angina pectoris 
— a form of neuralgia that is experienced when the sympa- 
thetic nerves that ramify in the walls of the vessels of the 
heart are involved. When an alimentary bolus lodges in 
the oesophagus, when a calculus moves with difficulty 
through a ureter or a biliary canal, when the blood is hin- 
dered in its passage through a coronary artery, a cerebral 
vessel, or a menstruating uterus, intense pain of a peculiar 
character is experienced. The prostration that is produced 
may be sufficient to induce collapse or even death itself 
Very similar in character is the agony that is experienced 
during an attack of gastralgia or of intestinal colic, though 
the causes that induce the paroxysm are different. In gas- 
tralgia the principal medium of painful impression is the 
sensory portion of the sympathetic nerve, and from the 
gastric plexus may be propagated the disturbances that oc- 
casion an impression of pain in the precordial region, in the 
thoracic nerves, and in the upper extremities. Such irradi- 
ated pains are frequently described under the name of an- 
gina pectoris, but they are to be carefully distinguished 
from the painful sensations of that disease. By many 
authors the term pseudo-angina has been employed to mark 
this distinction, but it would be wiser to use more definite 
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words that describe the condition in a sufficiently intelligent 
manner — such as gastralgia, cardialgia, phrenic neuralgia, 
etc. 

Let me now direct your attention to an old woman who 
has recently suffered with herpes zoster over the greater 
portion of the left abdominal wall. You can see for your- 
selves the somewhat linear arrangement of the discolored 
scars that mark the seat of the eruption along the course 
of the spinal nerves, though they exhibit a greater degree 
of coalescence than is apparent when the herpetic vesicles 
appear on the surface of the thorax, where the intercostal 
nerves are more sharply limited in their areas of distribu- 
tion. It is now nearly five months since the beginning of 
eruption, yet the patient still suffers severe pain; and she 
tells us that for several months before the eruption she ex- 
perienced similar distress. There is nothing upon the sur- 
face of the body to account for the persistence of such pain; 
but we learn from dissection of the dead body that it is the 
result of an inflammatory or degenerative process affecting 
the neurons in the ganglia upon the posterior roots of the 
spinal nerves. Probably this morbid state is the result of 
auto-intoxication; but, if so, we are ignorant of the causes 
that determine the incidence of disease upon limited por- 
tions of the nervous apparatus while other apparently iden- 
tical portions escape. In like manner we know not why the 
course cf herpes zoster is sometimes free from pain. 

In contrast with this patient I will remind you of a case 
of typical intercostal neuralgia which you saw not long ago. 
The patient was a saleswoman, out of a situation, tall, slender, 
anaemic, without coarse visceral disease, but worn and wor- 
ried beyond description. She presented several points of 
tenderness on pressure over the spinous processes of the 
vertebrae, and there were painful points along the course 
of several intercostal nerves, adjacent to the spine, where 
the first branches rise through the fascia to the surface 
of the back; again along the axillary line, where the 
second set of branches penetrate the thoracic fascia; and, 
finally, upon the margin of the sternum, where the terminal 
twigs of the intercostal nerves approach the skin over the 
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breast-bone. Rarely will you see such a typical example of 
the "painful points" which serve to distinguish a state of 
neuralgia in a nerve from the inflammatory condition that is 
known as neuritis. In this case, moreover, there is little or 
no pain evoked by pressure upon the nerves between these 
points; there is no intra-thoracic disease to cause pain; and 
the muscles in the thoracic wall are not painful when they 
move in the acts of respiration or contortion of the body. 
The difficulty is due to malnutrition and degeneration of 
nervous tissue, caused by anaemia and fatigue of mind and 
body. Probably the same sensory structures are involved 
that are the seat of disease in herpes zoster; but the causes 
are different. In one case age and auto- intoxication are the 
principal causes; in the other, it is tissue-starvation and 
fatigue. 

I will only allude in passing to the similar cases of neu- 
ralgic pain that are sometimes encountered in the abdominal 
walls. They are usually associated with rheumatic or lith- 
aemic (gouty) conditions, and are principally important when 
located in the vicinity of the head of the colon. Here, the 
incautious observer is likely to mistake such neuralgia for 
the pain of incipient appendicitis. It may be differentiated 
by the history of the patient; by the discovery of painful 
points; by the absence of febrile symptoms and indurated 
tumefaction; and by the relief that follows the use of 
anodynes, carminatives, and evacuants. Patients who are 
predisposed to neuralgia may be frequently reduced to 
despair by the discovery of a large and painful gaseous tu- 
mor between the anterior superior spinous process of the 
ilium and the umbilicus; but they seldom fail to secure per- 
fect relief from a few grains of calomel and soda, an asafoe- 
tida enema, some salol, or a brief course of benzosol in doses 
of five grains every three hours. In these cases, light and 
superficial pressure, involving chiefly the external nerves, 
causes more pain than deep pressure that interests the peri- 
toneal and intestinal nerves — quite the reverse of what is 
experienced in genuine localized peritonitis. 

You will occasionally meet with patients who suffer with 
neuralgia that seems to be located in the phrenic nerves. 
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Recalling the situation of these nerves — springing from the 
third, fourth, and fifth cervical nerves, and passing down, 
on the left side between the pleura and the pericardium to 
be distributed to the diaphragm — it is easy to see how readily 
they may be affected by diaphragmatic pleurisy, pericardi- 
tis, aortic and mediastinal diseases, or even by disorders of 
the liver, spleen, and stomach. This form of neuralgia] has 
its seat in the lower part of the chest along the line of at- 
tachment of the diaphragm, giving rise to painful points on 
the lower ribs and cartilages and over the roots of the 
nerves in the sides of the neck. When the pain is severe it 
irradiates into the branches of the cervical and brachial 
plexuses, causing various painful sensations and numbness 
in the shoulders and arms, extending sometimes into the 
hands. Neuralg ia of the phrenic nerve is distinguished from 
the severer forms of gastralgia by the fact that it is aggra- 
vated by every respiratory movement, especially by cough- 
ing and sneezing. It is frequently confounded with angina 
pectoris. 

I have presented to you these cases of thoracic t and ab- 
dominal neuralgia in an indiscriminate association with each 
other { because they so occur in nature. A violent abdomi- 
nal pain frequently extends to the region of the heart or 
into the neck and arms; as you have already seen. I wish 
to give you one more example of this transfer of a painful 
neurosis. Among elderly people who suffer with masked 
gout (lithaemia), who eat too much sugar and meat, or who 
drink too much wine and beer, you will sometimes encounter 
cases of chronic intestinal pain which is intermittent and 
somewhat migratory. The painful focus is usually in the 
region of the umbilicus, apparently in the transverse colon. 
It is worse in the late afternoon and evening, and during the 
hours between midnight and four in the morning. It is rare- 
ly very intense, but is a dull, wearying sense of internal dis- 
tress. Sometimes it is relieved for a short time by the pas- 
sage of flatus, or by eating a crust of bread. Hot drinks, 
especially if reinforced with alcohol, also afford temporary 
relief. After thus annoying the patient for weeks or months, 
the seat of pain may shift suddenly to the epigastrium, or to 
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the heart. When this last takes place the heart becomes 
irregular and intermittent in its action, causing considerable 
weakness and apprehension of impending danger on the part 
of the patient. Sometimes there is a transfer to the muscles; 
there is complaint of muscular pain and stiffness, frequently 
assuming the form of lumbago. When this takes place there 
is complete internal relief, and the internal viscera perform 
their functions without suffering. Unfortunately the cure 
of a lumbago is often only the consequence of a return of 
pain and disturbance to its original seat in the abdomen. 

The treatment of these different neuralgias is essentially 
the same that you have been already taught. It must be 
both anodyne and curative. The minor forms of pain may 
be temporarily relieved by the administration of phenacetin, 
acetanilid, anti- pyrin, salicylates, salol, salophen, and other 
coal-tar derivations; but these drugs are not curative. The 
severe gastralgias, anginse pectoris, and phrenic neuralgias 
require the hypodermic injection of morphine (gr. i) and 
atropine (gr. ^ ); but they are not cured by those anodynes. 
It is necessary to recognize the existence of toxic agents act- 
ing upon nervous tissue, and to provide for their removal 
through the action of the cholagogues, diuretics, and dia- 
phoretics that I have previously described bo you. Finally, 
it is necessary to recognize the exhausted and often degen- 
erated condition of the nerve tissues themselves that ren- 
ders them over-sensitive to all forms of painful excitation. 
For this we must prescribe alteratives and restoratives: — 
mercury and abundant food for syphlitic pain; mercury, 
iodide of potassium, colchicum, and moderate diet for gouty 
neuralgias; quinine, iron, and especially arsenic for malarial 
cases; and iron for the anaemic. Nor should you be neglect- 
ful of other conditions that may exist as complicating causes 
of disorder. Especially important are mental rest and com- 
posure, free action of the skin, and aid for the alimentary 
mucous membranes. The liver and the kidneys always need 
assistance, and fortunate is the patient in whom the disorder 
of those organs is only functional. 
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CLINICAL LECTURE ON OBSTETRICS AND GYN- 
ECOLOGY.— THE SERUM THERAPY OF IN- 
FECTION.— By Denslow Lewis, M. D., Profes- 
sor of Gynecology in the Chicago Policlinic; At- 
tending Surgeon to the Cook County Hospital 

(Delivered in Cook County Hospital. Stenographically reported by 
Bertha Barnet.) 

Our study of infection following labor has shown us the 
limitations of the therapeutic measures of today. We real- 
ize that the presence of pus in relation to traumatism of the 
parturient canal, the areolar tissue about the uterus and the 
peritoneum offers a va^able indication for common sense 
treatment. This much we know and if we act upon our 
knowledge we can materially diminish the mortality of these 
serious cases. Our understanding of the progress of infec- 
tion and its effects will also help us to apply a rational treat- 
ment which will often be of benefit. Furthermore our 
knowledge of the course of infection and the conditions 
which aid its maintenance and development permits us often 
to indirectly intervene by the removal of soil suitable for 
microbic propagation, by the production of conditions inim- 
ical to bacterial growth, and by favoring the elimination of 
toxines, as I have already explained to you in detail. 

There is yet another important factor in the treatment 
of infection which bids fair to revolutionize our methods and 
which offers most wonderful results such as, until recently, 
we have never ventured to hope for. I refer to serum ther- 
apy. The skepticism with which the announcement of the 
first discoveries of this new and scientific method of treat- 
ment was received is giving way to an enthusiasm almost 
without bounds. The success obtained in the treatment of 
diphtheria has led to other applications of serum therapy so 
that today it may be said that man is afflicted with no infec- 
tious disease in the treatment of which the new method has 
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not been tried and the results, if not always successful, are 
at least most encouraging. 

Behring has stated the fundamental principle of serum 
therapy. The serum of the blood of any animal which has 
been rendered immune to a given infective disease, when in- 
troduced into the body of an animal of the same or a differ- 
ent species will there impart its immunity against the dis- 
ease in question. This postulate is not the result of an em- 
pirical accident, but the outcome of systematic research and 
of patient laboratory investigation. The comparison of 
partial discoveries at length permits the affirmation in the 
animal organism of a biological property which, it is be- 
lieved, is capable of affording projection against the action 
of pathogenic micro-organisms and which tends to neutral- 
ize the effects of their toxic products. This property may 
reside in the blood or in the histological elements of the 
tissues. It is certain today that the organism possesses 
means of defence against pathogenic agents so that the pro- 
cess of infection consists essentially of the effort of the 
morbific germs to produce their characteristic effect and the 
effort of the organism to arrest the development of these 
germs, to destroy them and to neutralize and eliminate the 
poisonous substance produced by them. 

This power of resistance to the ravages of infective dis- 
eases is called immunity and may be natural or acquired. It 
has been recognized in a general way for ages that different 
individuals are diversely disposed toward harmful external 
agents. Some are markedly susceptible to the action of a 
certain disease and we say there is a predisposition to that 
particular disease. In case the predisposition is more 
marked in a certain individual than is commonly seen in the 
majority of mankind we say there exists in this individual 
an idiosyncrasy. If on the contrary, an individual exposes 
himself to a particular injurious influence and the symptoms 
of the disease do not appear we have here a natural immuni- 
ty which may be relative or absolute. In the case, for in- 
stance, of measles, small-pox, scarlet fever, cholera, typhoid 
fever, malaria, tuberculosis and syphilis, there exists in 
mankind a strong predisposition. For that reason in all 
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cases where the protective influence against infection is in- 
sufficient, infection is sure to follow exposure in the great 
majority of instances. The degree of susceptibility, of 
course, is not the same in all individuals and it may vary in 
the same person at different times. It is well known that 
in certain epidemics of scarlet fever some children, who are 
exposed, may escape infection and later in life or even later 
in the same epidemic may become infected. The only ex- 
planation seems to be that these children, for the time being, 
were only slightly susceptible to scarlet fever, or that at the 
time they did not obtain a sufficient dose of the morbific 
element. 

There are many notable facts regarding natural immuni- 
ty which your text books on pathology will teach you. The 
lack of susceptibility to poisons, the influence of age and 
environment, the peculiarities due to idiosyncrasy are all 
matters of great importance and absorbing interest. For 
the acquisition of the infection incident to the puerperium 
there is usually necessary a peculiar local predisposition, 
which occurs by local tissue changes as the result of trau- 
matism. In these cases, therefore, the disease appears as a 
wound infection and as a direct consequence of the injury to 
the tissues. 

Acquired immunity — relative or absolute — is usually pro- 
duced, as Ziegler tells us, by either a single infection or in- 
toxication or by repeated infections or intoxications which 
leave behind such an eifect upon the body that it is no long- 
er susceptible to the corresponding micro-organisms or 
poisons — that is, it can no longer be made ill by these micro- 
organisms or poisons. Thus is explained the immunity 
against a certain infectious disease acquired by a person's 
having once passed through an attack of that disease. Fur- 
thermore, it often happens that an individual who has 
passed througn an attack of one infectious disease acquires 
a relative or absolute insusceptibility to a disease which is 
closely related to it. The immunity against small- pox pos- 
sessed by the vaccinated is a familiar example. 

It has been observed that immunity against a certain 
disease acquired by passing through one attack of the dis- 
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ease holds good for a number of infectious diseases, espec- 
ially those that run an acute course. This immunity is 
sometimes transitory and sometimes an enduring peculiarity 
and it is interesting to note that the pregnant woman who 
acquires immunity may transmit it to the child in utero. 
These facts have been observed for centuries but it has re- 
mained for the present age, the bacteriological epoch, to 
establish all knowledge of a practical value by experimen- 
tal research into the nature and mechanism of acquired im- 
munity. 

Naturally various theories have been offered in explana- 
tion of the phenomena observed. It may be said that no one 
of them fully explains the conditions in a satisfactory and 
conclusive manner. Nevertheless research is continuous all 
over the world, new hypotheses are being constantly ad- 
vanced and what is more important, observations are ac- 
cumulating and our knowledge of bacteriology and all that 
relates to this new science is steadily progressing. The 
time is coming, and, I believe, in this generation, when it will 
be possible to adopt a new and thoroughly scientific method 
fo treatment in the case of all infectious diseases and this 
treatment will be very largely the result of our understand- 
ing of bacterial pathology. 

It may be of interest for me to mention very briefly the 
more important theories that have received attention* 
Pasteur, in 1880, advanced what is known as the exhaustion 
theory. The micro-organism is supposed to use up some 
substance necessary to its existence and when this substance 
is gone the microbe cannot live. This recalls Tyndall's ob- 
servation regarding vegetable life in certain soils. The 
complete removal of this substance, we are told, gives per- 
manent immunity. Sternberg criticizes this theory. He 
shows us that if it were true we must all have within us the 
material of small-pox, scarlet fever, measles and other infec- 
tious diseases each of which must be exhausted by its own 
organism. This would necessitate, as he says, an almost 
inconceivably complex body chemistry, and a rather stable 
condition of the same. 

Chauveau advanced the retention theory in the same 
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year. He suggests that during the growth of the bacteria 
in the body there is formed some substance prejudicial to 
their development. If this were true it would seem that we 
should have added to our blood, as Ernst; tells us, a mater- 
ial of small-pox, measles and the other infections so that we 
would become saturated with the excrementitious products 
of different bacteria. 

The theory of phagocytosis I have often spoken of. 
Carl Rosor, in 1881, pointed out a relationship between this 
phenomenon and immunity but it remained for Metchnikoff, 
in 1884, to fully exploit the details of this theory which, to 
my mind, is in many respects the best working hypothesis 
of the present day. Certain leucocytes swallow microbes 
and thus destroy them. Technically they are said to "en- 
globe'' them. By an attraction, called chemotaxis, the mi- 
crobe and leucocyte are brought together and the microbe 
meets its fate. Then occur diapedesis and pus formation as 
I have often tried to explain. 

Recently new observations have given rise to a new 
epoch in research and a new theory of immunity. It waiS 
found that a few anthrax bacilli were instantly killed when 
introduced in a few drops of rabbit's blood. Prom this ob- 
servation and others like it Buchner concluded that the de- 
struction of pathogenic bacteria in the body is due to the 
bactericidal action of the blood plasma and not to phagocy- 
tosis which he characterizes as the "burial of dead bacteria 
in cellular charnel houses." Thus arose the humoral theory 
which is now being considered but which, like the theory of 
phagocytosis, fails to explain the fact of acquired immunity. 

Then we have the theory of defensive proteids. The 
metabolism of bacteria produces not only toxines, which are 
poisonous substances, but also other substances, called anti- 
toxines which are able to neutralize the toxines. Buchner 
had already recognized these substances which he called 
alexins but Hankin, who has made the most extensive re- 
searches on this subject, divided them into sozins, phylaxins 
and other terms of Greek derivation which I will not attempt 
to mention. Of course this theory has been attacked. 
Charrin, Gamaleia and others have apparently shown that 
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it is the micro-organism iCself rather than its product 
which the animal is able to resist which brings us back to 
the starting point with no other positive knowledge of im- 
munity, as McFarland puts it, than the fact that in some 
way immune animals are able to combat and destroy virulent 
bacteria, and to annul the influence of their poisonous pro- 
ducts. 

Now let us get at the facts. Maurice Raynaud, in 1877, 
found that the transfusion of blood or lymph from a bullock 
suffering from vaccinia could confer immunity upon another 
animal. This fact was verified by others but it only proved 
the virulence of the blood which could transfer the morbific 
principle of vaccinia. It did not establish a therapeutic 
method with practical application to the cure of disease. 

The first attempt at serum therapy was made by Richet 
and Hericouxt who, in 1888, cured rabbits infected by staph- 
ylococcus pyogenes by transfusing the blood of dogs pre- 
viously inoculated with the same staphylococcus. It is 
known that the dog is naturally refractory to this micro- 
organism; it was believed that in general the transfusion of 
dog's blood would confer immunity to all diseases to which 
dogs are refractory, including anthrax and tuberculosis. 

These experiments must be regarded only as attempts 
at serum therapy. They differ radically from the researches 
of Behring and Kitasato on the antitoxic property of the 
blood-serum of animals artificially immunized against diph- 
theria and tetanus or from the experiments of Ehrlich upon 
the antitoxic reaction produced in organisms immunized by 
inoculation against abrin, which is the poison of the jequir- 
ity bean and ricin, which is derived from the castor bean. 
These studies established very clearly the fundamental fact 
that the organism has the property of reaction against bac- 
terial poisons, that this property is developed in the blood 
even outside of the body and that it is transmissible from 
one animal to another. 

In 1890 Behring and Kitasato discovered how to immu- 
nize animals against tetanus and diphtheria. This was done 
by a preventive inoculation of the microbic virus attenuated 
in a certain proportion and with the addition of some reducing 
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agent like the tincture or the trichloride of iodine. Animals 
injected on successive occasions became refractory not only 
to the specific micro-organisms of diphtheria or of tetanus 
but also to their toxic products. This acquired immunity 
was explained by saying that the toxin, entering the sys- 
tem, became gradually neutralized and destroyed by the 
blood and transformed into an antitoxin. A quantity of the 
blood of such an animal mixed with what has been demon- 
strated to be more than a fatal amount of diphtheritic or 
tetanic poison may be injected into another animal without 
the slightest ill effect. Moreover, a small quantity of this 
blood, or even of the blood serum which has in this manner 
been rendered antitoxic, may be injected into other animals 
and has the power to render them refractory to tetanus or 
diphtheria and even to cure them when already infected. 

This discovery attracted the attention of all scientists 
and the researches of Behring and Kitasato were repeated 
with many positive results in the case of the different infec- 
tions. Finally these laboratory methods were put to the 
clinical test. In the case of diphtheria the result is known. 
The serum therapy of that dread disease has been definitely 
accepted throughout the civilized world, as the only ration- 
al and scientific treatment. Clinicians as well as laboratory 
investigators firmly believe that the day is not far distant 
when we shall be able to control equally as efficiently all 
diseases of an infectious character. 

Diphtheria and tetanus present the picture of a general 
poisoning not due to the propagation and diffusing of bac- 
teria, but rather to the toxins produced by these bacteria. 
They are toxic, infectious diseases whereas the bacterial 
and septic infections are due essentially to the multiplica- 
tion of bacteria and their general diffusion throughout the 
organism. Now for these toxic diseases it has been demon 
strated that not alone the injection of virulent cultures, but 
even that of an active toxin is sufficient to determine the 
infection in animals. Although the disease is due primarily 
to the microbe, it can nevertheless be reproduced without 
the intervention of the microbe but by means of the toxin 
alone. The poison can be attenuated by the addition of an 
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antiseptic and also by different means such as heat, light, 
air, electricity or drying. When an animal is inoculated 
repeatedly with small quantities of active toxin, sufficiently 
attenuated, it is found that the animal at length can with- 
stand a dose which is fatal to another animal of the same 
upecies and weight. The animal has become artificially im- 
mune to a disease to which it is naturally receptive and its 
blood has acquired the power of transmitting this immunity 
when injected into other animals. This power is attributed 
to a special substance called antitoxin. 

Now when we try to explain the formation of this anti- 
toxin we are again involved in theories. It is produced 
most abundantly, other things being equal, in animals that 
have received the largest injections of toxin. This would 
seem to indicate that the antitoxin was produced directly 
from the toxin as a consequence of a transformation within 
the body. It is also thought that the toxin may act as an 
excitant to cellular activity although we cannot say which 
cells are concerned in this function. Bouchard has pointed 
out that immunity thus acquired is not dependent on the 
persistence within the organism of the substance intro- 
duced. In fact, within two weeks all will be eliminated. In 
this time, however, the antiseptic, bactericidal and antitoxic 
materials have made the blood a poor culture medium for 
pathogenic germs or an antidote to their toxins. 

Let me tell you how some of the antitoxins are made. 
I have visited the establishment of Parke, Davis & Co. , of 
Detroit, and their representatives have given me much 
practical information. Horses are immunized by adminis- 
tering gradually increasing doses of the toxin. In the 
preparation of diphtheria antitoxin, a culture of the Klebs- 
Loeffler bacillus, obtained from a severe case of diphtheria, 
is planted in bouillon and allowed to grow in an incubator 
for three or four weeks. By this time there has been elab- 
orated so much toxin, which is in solution in the bouillon, 
that the bacilli begin to die from its effects. This toxin is 
undoubtedly the most poisonous substance kaown to science. 
Houghton tells of a horse weighing over 1200 pounds, which 
died, with all the symptoms of diphtheritic paralysis a few 
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days after being injected with two minims of this bouillon. 
At least 98 per cent, of the two minims injected was nothing 
but water, and a large proportion of the remaining two per 
cent, was salt and peptone. This gives some idea of the 
potency of the products formed by the dread diphtheria 
germ. After it has been demonstrated by culture that the 
bacilli no longer exists in the bouillon, it is filtered to re- 
move dead cells and any extraneous solid matter, and the 
result is a perfectly clear solution of toxin which is ready 
for injection into the horse. 

It is customary to use about one-tenth of a cubic centi- 
meter of this filtered bouillon, which is injected into a vein. 
Rise of temperature, loss of appetite and a general feeling 
of malaise are noted. Sometimes there is diphtheritic par- 
alysis with regurgitation of food and occasionally paraly- 
sis of the heart. After recovery, which usually takes place 
within three or four days, the horse is again injected with a 
slightly increased dose. The injections are continued fdr 
about a year. By this time the horse will be able to take a 
comparatively enormous quantity of toxin without showing 
reaction— from one thousand to three thousand times the 
amount of the first dose. He is then ready for bleeding. 
About 6,000 c. c. of blood are drawn from the external jug- 
ular vein. This blood is put in the refrigerator and allowed 
to clot completely. The serum is syphoned off and thor- 
oughly tested for possible bacterial contamination. If it is 
free from such contamination it is syphoned into the glass 
bulbs in which it appears on the market, first, however, 
having four tenths of one per cent, of tricresol added. 
After the serum has been allowed to stand for several days 
two additional cultures are made and examined to insure its 
freedom from bacteria. 

Before sealing the bulbs in which diphtheria antitoxin 
is dispensed it is necessary to determine the number of units 
contained in each bulb. The fatal dose of toxin is found for 
a guinea pig of a certain weight, for instance, 250 grams. 
We then find by experiment how much antitoxin serum is 
necessary to protect a guinea-pig of the same weight from 
ten times the fatal dose of toxin. This is one-tenth of an 
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antitoxin unit, that is, a unit is ten times the quantity of 
serum necessary to protect a medium sized pig against ten 
times the fatal dose of diphtheria toxin. A unit, in other 
words, protects against one hundred times the fatal dose. 

In practice the antitoxin is dispensed in bulbs contain- 
ing 500, 1,000, 1,500, 2,000 and 3,000 units. It is best to 
make use of the smallest bulk, and manufacturers are now 
offering the antitoxin in two sizes, of which the more con- 
centrated is to be preferred because there is less of the ani- 
mal serum for the eliminative organs to take care of. Holt 
advises the employment of 1500 to 2000 units in severe cases 
occurring in children over two years of age. Cases of ex- 
ceptional severity, when seen late, require larger doses — 
possibly 3000 units. Mild cases are given 1500 or even 1000 
units. The package of 500 units is chiefly valuable as a 
prophylactic. 

I will not speak of the preparation of other antitoxins 
than the antistreptococcic which has been used in cases of 
infection following labor and the major gynaecological op- 
erations. The culture is obtained from a fatal case of 
erysipelas and a severe case of puerperal bacterisemia. 
This is done because Marmorek and Paltauf believe there 
are distinct species of streptococci in the two diseases. As 
thus obtained the streptococci are not virulent enough for 
the purpose of immunizing animals. To increase their vir- 
ulence they are passed through rabbits. The little victims 
are inoculated with the bacteria and when the disease due 
to the infection has reached its height they die or are killed 
and the germs obtained from them are inoculated into other 
rabbits which pass through the same course. Often fifty or 
seventy-five animals are used and the final result is a viru- 
lent toxin from which an antitoxin is prepared by the inoc- 
ulation of horses very much in the same manner as in the 
preparation of the diphtheria antitoxin. 

The horses used are young. They are kept under ob- 
servation before they are purchased and thoroughly tested 
by tuberculin and mallein. They are cared for in a model 
stable and exercised on private grounds so that there is no 
possibility of infection from exposure to other horses. The 
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preparation of the different kinds of serum is done under 
strict aseptic surroundings. The filling of the glass bulbs 
with the finished product is done in a large glase case which 
is carefully sterilized every night with formaldehyde and bi- 
chloride of mercury. The girls who do the work are dressed 
in sterilized gowns and caps like the assistants at a surgical 
operation. The air supplied to the glass case is pumped 
through a filter and is kept at a higher pressure than the 
air outside so that when the door of the case is opened the 
air rushes out and none of the outside air enters. 

Now the use of the antistreptococcic serum in cases of 
infection has not been attended by the same brilliant result 
as is observed in the use of the diphtheria antitoxin and the 
reason is not hard to find. Diphtheria is due to the Klebs- 
Loeffler bacillus and to it alone. Occasionally, perhaps I 
should say very frequently, there is a mixed infection but 
the essential fact remains undisputed that the special bacil- 
lus exists and that without it there is no diphtheria. More- 
over the danger in diphtheria is not due so much to the 
bacillus as to the toxin. For this reason the antitoxin is 
especially indicated and the results are most satisfac- 
tory. 

Consider the facts in reference to infection following 
labor. I am tempted to say all is chaos. We think we 
know about the streptococcus, but we have very vague ideas 
about the exact etiological relationship of the different 
staphylococci, the gonococcus, the bacterium coli commune 
and other germs that might be mentioned. In addition it is 
probable that the fatal result in these infections is due es- 
sentially to the germs themselves and not to their toxins. 
For this reason the use of even an appropriate antitoxin is 
of but little value. The infection is primarily and princi- 
pally a bacterisemia and in our treatment we need germi- 
cides and not antitoxins. Furthermore the mixture of in- 
fections may be so complex that a variety of germicides 
would theoretically be indicated. 

My distinguished classmate Vaughan, of Ann Arbor, 
has done good work with nuclein therapy. He has appar- 
ently proved that in the blood there is a defensive or germi- 
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cidal element which bears a certain definite relation to the 
white blood corpuscles, in fact, is probably secreted by them. 
Be this as it may, it has been demonstrated that this sub- 
stance, named nuclein, is capable when administered of 
causing a multiplication of the white corpuscles, that is of 
favoring phagocytosis. The nuclein solution on the market 
is made from yeast. It comes in a five per cent, solution, 
which is aseptic and suitable for hypodermic injection. It 
also comes in another solution, not entirely isolated from 
albuminous matter, which may be given by the mouth. The 
dose is usually ten minims gradually increased by five 
minims a day up to sixty or eighty minims. 

An anti -staphylococcic antitoxin has also been pre- 
pared. In 18H8 Richet and Hericourt found that the dog 
was refractory to the action of the staphylococcus and that 
the rabbit became immune when dog's blood was injected 
into its peritoneal cavity; they further found that the pro- 
tective influence was increased if the immunity afforded by 
the dog's blood was increased by the inoculation of the 
staphylococcus itself. Following this experiment, however, 
it was proved that the blood of animals naturally immune 
has not an immunizing power for other animals, so the re- 
search on this subject took another direction. 

Mircoli in 1894 tried to immunize rabbits against the 
staphylococcus by means of filtered cultures made gradually 
more toxic in character and he was able to establish the 
fact that the serum of immunized rabbits had a curative 
power in the staphylococcic bacteriaemia of other rabbits. 
Viquerat in 1895, following Behring's method, treated two 
patients by the injection of trichloride of iodine in the 
neighborhood of an abscess, then from the secretion of the 
abscess cavity and from the blood taken by venesection he 
obtained a serum which possessed great immunizing power 
against injections of staphylococcus. He used this serum in 
a case of periostitis which was cured by two injections of 10 
grams each. He also cured a case of impetigo and in a se- 
vere case of osteomyelitis he secured decided improvement. 
To make a serum from animals he inoculated some goats 
and produced a strong serum which gave good results in 
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cases of pure staphylococcus infection but failed utterly in 
cases of mixed infections. 

Parascandolo immunized dogs and rabbits with a mixed 
culture of staphylococcus aureus, albus and citreus together 
with the streptococcus. He obtained a serum from this 
mixture which neutralized all these cocci in a test tube and 
which proved preventive and curative in animals. This 
serum, so far as I know, has not been used in man. It will 
be interesting to note its clinical effec* and if it is proved to 
be of value it is destined to have an extensive use although 
the details of its administration are yet to be determined. 
Capman. in lH96,by progressive injections of filtered staphy- 
lococcus toxin into dogs found that the serum of the dogs 
thus immunized possessed germicidal as well as antitoxic 
property. 

Attempts at securing immunity against the effects of 
the bacterium coli have also been made, especially in the 
case of infection of the urinary passages. Albarran and 
Mosny have made an antitoxin in three ways. Cultures of 
the live bacterium in progressively increasing doses were 
used; then progressively increasing doses of toxin 
obtained by filtration after macerating the organs of animals 
that had died of bacterium coli infection. Finally alternate 
inoculations were made with this filtrate and then with the 
cultures themselves. The serum obtained by the latter 
method was found to have marked immunizing power in 
dogs and is said to have been used with benefit in man, 
although no definite results are reported. 

Christmas, in 1N97, claimed to have succeeded in immu- 
nizing animals against the gonococcus by means of subcu- 
taneous and intravenous injections of toxin. He prepared 
from them a serum having, as he claims, manifest antitoxic 
properties. Goats were used in his experiments and for a 
year they received several quarts of toxin. It was found 
that this serum had the property of neutralizing the effects 
of the toxin in the proportion of one to four when the in- 
jection of the antitoxin in the vein or the subcutaneous tis- 
sue was made at the time of the injection of the toxin or 
very soon afterwards. An injection of the antitoxin in one 
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case arrested in a rabbit a gonorrhoeal ophthalmia which 
had been produced by injecting the toxin into the anterior 
chamber. 

Now coming to the practical application of all these 
experiments and observations to the cure of disease in the 
human animal and especially to the prevention and cure of 
infection in obstetrical patients it must be admitted that 
we have still much to learn. First of all I suggest the use 
of common sense based upon our knowledge of the facts and 
the possibilities. If the patient has fever and pain and the 
bowels have not moved or the urine been passed I recom- 
mend a cathartic and the use of the catheter rather than the 
resort to any kind of serum therapy. . If there is evidence 
of retained remnants of placenta I advise the use of the 
uterine douche or curette, as I have often explained to you, 
rather than injection of this or that antitoxin. If pus has 
formed within the pelvis or between kinks of intestine or if 
it appears in different parts of the body in the form of me- 
tastatic abscesses it is self evident that surgical procedures 
are indicated first of all and that the use of the hypodermic 
syringe is of secondary importance. 

When, then, shall we resort to serum therapy and what 
serum shall we use? I regret that I cannot give you very 
definite advice. The antistreptococcic serum has been used 
by many practitioners and as a rule with good results. At 
least when the case terminated fatally it is usually stated 
that the serum was used too late. Fry has recently collected 
83 cases where the serum was used after labor. The result 
was said to be good in 10, negative in 8 and doubtful in 65 
cases. This series was from personal replies to inquiry. 
From the literature he collected 119 cases: of these 77 recov- 
ered giving a mortality of a little over 35 per cent. Hirst 
tells of a case of septic phlebitis following labor with direct 
infection of the blood current. Marmorek's serum had no 
effect but one injection of nuclein produced an almost im- 
mediate improvement and within three days the tempera- 
ture was normal and did not rise again. 

Norris used the serum in one case, where infection had 
occurrel through cervical and perineal lacerations. The 



Digitized by 



Google 



LEWIS: CLINICAL LECTURE. 353 

base of the right broad ligament was infiltrated, thickened 
and very tender. Possibly an incision would have shown 
pus, but it was not made. After six days, serum treatment 
was instituted in doses of 10 c. c. the first day and two doses 
of 5 c.c. each the second day. The result was immediate 
after the first injection and most satisfactory. The patient 
subsequently developed facial erysipelas, of which she had 
had nine attacks during the preceding eleven years, but four 
serum injections of 5 c. c. each were sufficient to arrest the 
spread of the disease. 

I might go on and instance every case where serum 
therapy has been resorted to in this country and in Europe 
but the results have been so uncertain it is unnecessary. 
Until recently the antitoxin has unquestionably been unrelia- 
ble in many cases. When bottles were used there was of ten 
contamination by bacteria and the ill results instanced were 
undoubtedly due to an additional bacterial infection. The 
recent preparations of Parke, Davis & Co., are dispensed in 
glass bulbs which are hermitically sealed after proper exam- 
ination has been made for any possible contamination. It is 
now possible to procure pure serum and for that reason the 
use of the serum may be recommended in almost every case 
of supposed streptococcic infection. 

I would not advise any less vigorous investigation oi 
every case of infection following labor. I would insist on 
the appreciation of the importance of local lesions and their 
proper treatment. At the same time it may now be said 
that serum therapy will never do harm and in many in- 
stances it will be of incalculable benefit. For that reason my 
advice to you is, above all things, to be alert to the possibili 
ties. You must understand the importance of local treat- 
ment of local lesions. At the same time if immediate 
amelioration does not take place the injection of 20 c. c. of 
anti- streptococcic serum in doses of 5 c.c. will never do harm 
and very often will be of decided benefit. 

More than ten years ago I announced from this amphi- 
theatre that I believed the day would come when some di- 
rect germicidal agency would control infection. Bacteriology 
was then in its infancy; serum therapy, as we new under- 
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stand it. had not been born. The germ theory of disease 
was questioned. Today I believe we are very near the solu- 
tion of the problem. At any minute now the man may 
appear who shall give us the true method of proceeding. 
He will be given all honor and deservedly so. He will be 
hailed as a conquerer, for such he will be indeed. His name 
will be placed on the scroll of fame, high up — yes, at the 
very top. This is right and as it should be. He will have 
crowned the work and all glory should be accorded the 
victor. At the same time his predecessors should receive 
their meed of praise. Due recognition should be given the 
pioneers, the laboratory investigators, the clinical observ- 
ers, the experimenters who blazed the way. They struck 
the key note of intelligent therapeutics when they insisted 
on the recognition of bacteria as a cause of disease. Pa- 
tient workers since then have developed their ideas. They 
have elaborated the sweetest music the world has ever 
known — the true harmony of hope. 

We are on the verge of a great discovery. Our knowl- 
edge of nuclein and serum therapy is but an indication of 
the way we should be going. Continued study, accumulated 
observation, persistent experimentation will ultimately 
place us in a position where we may see the light of a scien- 
tific understanding illuminating the darkness of past ages. 
In this new birth of an enlightened pathology and a success- 
ful treatment of infection who shall lead the way? Why 
may it not be one of youV 
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CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Pattern, M. D., Professor of Internal Medicine, 
Chicago Policlinic. 

PULMONARY TUBERCULOSIS (Continued.) 

Treatment. — In the treatment of pulmonary tuberculo- 
sis we include such measures of prophylaxis as are appli- 
cable to individuals who by birth or acquirement are predis- 
posed to the disease, also such means of prevention of direct 
infection as apply with more or less direct force to every in- 
dividual whether there be predisposition or not, and whose 
observance is demanded by public hygiene in order that the 
spread of pulmonary tuberculosis may be controlled. 

As our inherent vis medicatrix naturce yet remains the 
only specific we possess against pulmonary tuberculosis it 
follows that the treatment of the disease consists in aiding 
the forces of nature in every way possible to develop indi- 
vidual resistance against the disease. 

The frequency with which quiescent tubercular lesions 
are found in the lungs of persons dying from other diseases 
emphasizes the potency of the natural cure of tuberculosis. 
According to Heitler the Vienna post mortem records showed 
that in 4.7 per cent, of 19,292 deaths not directly due to tu- 
berculosis the lungs contained old tuberculous lesions. . 
Harris gives the percentage as 38.8 in 200 autopsies. 

Prophylaxis. The prophylactic measures against tuber- 
culosis should begin with the birth of the predisposed in- 
dividual, if, indeed, they should not begin sooner. The re- 
sults of sanitorium treatment in pregnant tuberculous fe- 
males and their issue gives force to the statement of Knopp 
that the "State and municipal care of consumptives should 
begin with the child in utero." 

As far as the legal restriction of the marriage of tuber- 
culous subjects is concerned there can be no question of the 
abstract benefit of requiring a clean bill of health in this 
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particular despite disturbance of social ethics. The ques- 
tion of the marriage of persons with arrested tuberculosis of 
the lungs is not so simple. Females run much greater risks 
than males. It is better to give a straight-forward opinion 
on the subject — which is usually disregarded — and place the 
responsibility where it belongs. 

The child of a tuberculous mother should be suckled by 
a wet nurse or be fed artificially. Special attention must be 
given the dietary during the first few years of life. When 
fed on cow's milk it is best to boil the milk. Attention 
should be given to the nose and throat, to the bronchial af- 
fections of childhood, and to the general health after the 
infectious diseases of early life. The best prophylactic 
measure for these children is an out-door life. They should 
be literally turned out of doors to live in fresh air and sun- 
shine. They should sleep in well ventilated rooms and have 
a daily cold sponge bath. As the period of puberty ap- 
proaches we should be on the watch for conditions of anae- 
mia especially in girls. Syrup of the iodide of iron, cod- 
liver oil, and arsenic are useful at this period. Later pn, in 
early adult life, those who are predisposed to tuberculosis 
should be advised to remove to a suitable climate for a per- 
manent residence. 

Measures of prevention include the careful inspection 
of dairies, abattoirs and their products, by competent officers. 
This is a matter of vast importance and one w r hich state and 
municipal governments are coming to appreciate. Atten- 
tion to the sanitary condition of public places and convey- 
ances is also a matter where municipal regulations may be 
productive of much benefit. 

The compulsory notification of pulmonary tuberculosis 
is a municipal question which has received considerable dis- 
cussion. As an abstract question of public health there is 
much to be said in its favor. On the other hand the parallel 
as to the necessity of notification, between tuberculosis and 
the infectious diseases already on the notifiable list, is not 
readily apparent to the mind of the layman as the direct ori- 
gin of the infection can usually not be demonstrated. 
Neither is the parallel a just one as far as the benefits ac- 
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cruing to the infected individual are concerned, nor will it 
be until there are state and municipal institutions for the 
treatment of indigent tuberculous subjects. Sir Richard 
Thorne thinks compulsory notification does more harm than 
good, that New York's experience demonstrates it to be ex- 
tremely partial, only effectual against tenement classes, and 
that the diminution of the death rate was already in prog- 
ress. In the absence of the ability of departments of 
health to do anything more than furnish gratuitous informa- 
tion, it is doubtful if compulsory notification is advisable. 
The information can be equally well distributed through the 
visiting and out-departments of medical institutions and 
such distribution should be required of them. 

It should be impressed on the tuberculous subject that 
carelessness in his habits is dangerous to himself as well as 
to others. He should expectorate only into a sputum cup 
or cuspidor containing a five per cent, solution of carbolic 
acid, or into a small cloth which is to be immediately burned. 
He should under no circumstances swallow his sputum. The 
contents of the sputum cup should be burned two or three 
times daily and the cup boiled and disinfected. All eating 
. utensils used by the patient should be washed separately 
and thoroughly boiled, as should also all soiled linen worn 
by the patient. Tuberculous subjects should sleep alone. 

Un:ler proper precautions the dust from hospital wards 
containing tuberculous patients does not contain bacilli. 
The same precautions applied to the home life of patients 
would render the danger of infecting others practically ob- 
solete. 

Our measures of treatment may be classed as general, 
special and symptomatic. 

General Measures of Treatment. General methods consist 
in diet, tonic medication, antiseptic medication and open-air, 
sanitorium, and climatic treatment. 

Diet. The nutrition of tuberculous patients is a most 
important matter. The dietetic rules must be adapted to 
the state of the patient's digestion. If the digestion is good 
a liberal, mixed diet is advisable. If the digestion is poor 
every effort must be made to improve it, and with this end 
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in view a change of climate or a sea voyage may be under- 
taken with great benefit. When this is impossible the pa- 
tient should be kept at rest, if there is fever, and fed every 
three or four hours with small quantities of milk, butter- 
milk, koumyss, eggs, meat extracts or powdered meat. As 
much time should be spent in the open air as possible. 
When the stomach is irritable the method of forced feeding 
recommended by Debove is useful. The stomach is washed 
out and a litre of milk containing an egg and 100 grammes 
of finely powdered meat is introduced through the tube 
thrice daily. If the patient is able to dispense with the 
tube the administration of a pint of milk containing an egg 
and a teaspoonful of somatose every four hours may be pref- 
erable. 

Patients with active tubercular disease require a great- 
er amount of nourishment than a healthy individual in order 
to compensate for the bodily waste. The results of forcing 
the amount of food as practiced at such sanitoria as that of 
Nordach in the Baden Black Forest are very encouraging 
when combined with the proper amount of fresh air and 
exercise. 

A couple of teaspoonfuls of milkine in eight ounces of hot 
water taken, at bed time or during the night often relieves 
the cough and promotes rest better than a sedative draught. 
The same potion in the morning promotes expectoration and 
counteracts the depression so common at this period of the 
day. 

The routine administration of alcohol in tuberculosis is 
not advisable. Dry wines may be allowed with benefit in 
some cases. In advanced stages a little champagne or 
whisky or rum taken in a hot drink may be of occasional 
benefit. 

Tonic medication. The most reliable tonic remedies 
are cod-liver oil, strychnia, hypophosphites, iron, and ar- 
senic. These remedies, as a class, are not adapted for the 
periods of high fever. 

Cod-liver oil is of benefit, when easily assimilated, in 
improving nutrition. It is more acceptable to children than 
ot adults and is better tolerated in winter than in summer. 
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Its value in tuberculosis has been much over-estimated in the 
past. The oil alone generally disturbs the digestion before 
enough has been taken to be of any great benefit. It is best 
administered in capsules in combination with creasote, or 
some of the many "tasteless" preparations may be used. 
The dose should not be large enough to disturb the stomach. 
The so-called extracts of cod-liver oil appear to be as bene- 
ficial as the oil itself. After several years continuous use 
of them I am convinced that they stimulate digestion and 
improve the bronchial catarrh associated with tuberculosis 
to as great an extent as the oil itself when the latter is well 
borne. They are not irritating to the stomach and can be 
given to children without difficulty and can be given contin- 
uously at any stage of the disease with great benefit. 

Strychnia is a valuable remedy in tuberculosis. Williams 
regards it as a specific for the retching of phthisical patients, 
and says it enables them to take cod-liver oil continuously 
without gastric derangement when given in doses of from 
& to f V of a grain. Mays gives strychnia an importance 
next to rest and nutrition in phthisis. He gives it in doses 
as high as \ of a grain. Pepper has reported excellent re- 
sults from the continuous use of strychnia. While Mays* 
estimate is an exaggerated one, strychnia is a very useful 
remedy. All other medicines seem to have a better influence 
when the patient is under the effect of stimulating doses of 
strychnia. A convenient method of administration is to be- 
gin with six drops, thrice daily, of a solution containing two 
grains to the ounce; increase one drop every third day until 
the patient is taking as much as is well 'borne (usually about 
15 to 18 drops). Insomnia is sometimes the first symptom of 
overdosing. 

The alkaline hypophosphites are valuable in pulmonary 
tuberculosis. The combined hypophosphites -have, after a 
long period of t: ial, seemed to me to be of little use, indeed, 
in many instances, seemed to be distinctly harmful. On the 
other hand the hypophosphite of soda is of great benefit in 
many cases. It should be given in doses «not to exceed two 
grains thrice daily, and is adapted to cases with little rise in 
temperature. If a temperature of 100-101° P. is present the 
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hypophosphite of quinia may be used. Hypophosphites are 
beneficial chiefly through their influence on nutrition. 
Darenberg says there is a great loss of hypophosphites from 
the body in phthisis and thinks that they aid the forma- 
tion of fibrous tissue and the calcification of tuberculous for- 
mations. Hodgkinson concurs in this opinion. 

Iron is a valuable tonic in tuberculosis. According to 
MacKenzie the neutral preparations are best, and fever is 
regarded as a contraindication. Fowler recommends the 
syrup of the iodide, or the phosphate, in cases with glandu- 
lar enlargement in young subjects. He thinks Blaud's pill 
is useful if cough is not severe, but thinks that iron increases 
the cough and the tendency to haemorrhage. I have found 
the so-called "tasteless''tincture or the citro-muriate of iron, 
combined with the compound tincture of cinchona, of value 
in tuberculous cases. 

Arsenic is of use in some cases. Williams recommends it 
in the early periods and in cases combined with asthmatic 
conditions. Osier advises the use of Fowler's solution in all 
varieties of tuberculosis. Fowler and Burney Yeo have not 
seen much benefit from the use of arsenic. Arsenic is of 
particular value in anaemic cases and the iodide of arsenic is 
sometimes of special value. On the whole arsenic does not 
seem to be as efficient in combating the malnutrition of tu- 
berculosis as it is in the malnutrition of other conditions and 
Jaccoud's statement that "It would be difficult to find an 
agent more capable of combating the malnutrition always 
existent in the disease" seems to be an overestimate of the 
value of the drug. 

Iodoform is, according to Ransome, one of the best 
drugs for aiding nutrition and relieving cough. Europhen 
may be used as a substitute for iodoform. Flick uses an in- 
unction composed of 

Europhen, 3i 

Oil of rose, gtt. i 

Oil of anise, 3i 

Olive oil, Jiiss 

A tablespoonful of this is rubbed into the arm-pits and 
thighs at night. The odor may be removed in the morning 
by sponging with bay rum. 
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Antiseptic Medication. It is generally admitted at pres- 
ent that it is impossible to directly inhibit the tubercle bacil- 
lus through the internal administration of anti-bacillary 
remedies, and that the good effect of these remedies when 
given internally is through their effect on nutrition by stim- 
ulating digestion and assimilation. 

Creasote is the principal remedy of this class. Known 
since 1830, and its use in tuberculosis described by Bouchard 
and Timbert in 1877, it was not much in use until Summer- 
brodt in 1887 gave the results of the treatment of 5,000 cases 
with creasote. Summerbrodt believed in its specific proper- 
ties and ardently advocated its use in immense doses. It is 
generally conceded that moderate doses give better results 
than are obtained by attempting to saturate the system with 
the drug. The best results seem to be obtained from doses 
not to exceed from five to ten minims. Pure beechwood 
creasote is best. It may be given in capsules, or the crea 
sote "perles" may be used, or it may be given in cod-liver 
oil, malt, or wine with vegetable bitters. The most conven- 
ient method is to drop it into empty capsules and follow its 
administration with a glass of milkine. Carbonate of crea- 
sote (creasotal) is a more eligible preparation in that it has 
not the disagreeable odor of creasote and is not so irritating 
to the stomach. It is a liquid, has little taste, is said to 
contain 92 per cent, of creasote, and in the intestinal canal 
it splits up into creasote and carbonic acid. It may be given 
beaten up with the yolk of an egg, of may be given in cap- 
sules. The dose is, at first, five drops after meals. Leyden's 
method is to increase three drops daily up to twenty-five 
drops; after two or three weeks it is reduced gradually to 
ten drops, and subsequently the dose is again increased. 

Guaiacol, a derivative of creasote, is much used as a 
substitute for the latter. Aside from its odor it is a more 
eligible preparation than creasote. It agrees better with 
the stomach, and it has seemed to me, after several years 
continuous use of guaiacol, that the results were better than 
with any other preparation of this class except with the 
pure creasote in such patients as tolerated the creasote un- 
usually well. Guaiacol may be administered in the same 
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way as creasote and in about the same dose. Prom five to 
ten drops appear to give about the best results. The follow- 
ing is a useful formula: 

Guaiacol, lii 

Alcohol, Iv 

Wine of cod-liver oil, Ixn 
Dose, a tablespoonful. 
Guaiacol may be given hypodermically, using 1 to 7 
minims of sterilized guaiacol and injecting deeply. It may 
also be used by inunction, giving, once in two or three days, 
10 to 60 minims either undiluted or with olive oil, glycerine, 
or tincture of iodine. These are, however, objectionable 
methods with no obvious advantages. 

Carbonate of guaiacol may be given in cachets, or in 
capsules in doses of from five to fifteen grains thrice daily. 
It is well borne by the pati ent but does not appear to be as 
efficacious as liquid guaiacol. Benzosol is an antiseptic of 
value but in my experience has not been of special value in 
tuberculosis. The dose is from five to ten grains. Guaiaco 
late of piperidine is recommended in doses of from five to 
twenty-five grains. According to Chaplin and Tunnicliffe 
it is safe, causes no unpleasant effects, is exceedingly well 
borne, and patients under its influence improve in appetite 
and strength. Iodo-guaiacol camphorate, eosote (valerianic 
acid ester of creasote) and various other combinations of 
creasote are recommended but do not appear to have special 
therapeutical advantages or power over those already men- 
tioned. 

The use of antiseptic inhalations and sprays is of ad- 
vantage in pulmonary tuberculosis in lessening the amount 
of expectoration, modifying the cough, and preventing in- 
fection of the larynx. Burney Yeo recommends creasote, 
carbolic acid and chloroform for the latter purpose. Pox 
thinks antiseptic inhalations of value. Eucalyptol, iodine 
in ether, menthol, aristol, oleum pini sylvestris, camphor 
etc., may be used. Douglass recommends the use of euca- 
lyptus oil made from the leaves of the eucalyptus globulus 
and administered by saturating the air of the patient's room 
by means of suspended cloths dipped in the oil, and by the 
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inunction of three or four drams of lanoline ointment con- 
taining three drams of oil to the ounce. 

Inhalations of the oil of cinnamon is highly recommend- 
ed by Lucas- Championniere, and by Hilton Thompson. The 
results are said to be diminution of cough, expectoration, 
temperature, number of bacilli, and increase in weight. 

Intra- tracheal injections of eucalyptol, menthol and other 
substances have been practiced with alleged good results. 
While this method is of benefit in bronchiectatic conditions 
in phthisical cases, it does not appear to be of any special 
benefit to the disease of the lung. Injections of a dram of a 
solution composed of guaiacol, 2 parts; menthol, 10 parts; 
olive oil, 88 parts may be used. 

The direct injection into the lung tissue of iodine, car- 
bolic acid, creasote (3 per cent. sol. in sterilized olive oil), 
iodoform and other substances has bee^. practiced and is 
strongly recommended by Pepper. When carefully admin- 
istered such injections are, as a rule, not dangerous though 
serious results may follow them. Treatment by compressed 
air either pure or saturated with creasote has been attended 
with benefit in some cases. It has, however, not yet been 
demonstrated that the introduction of antiseptic substances 
into the lungs by any of these methods is attended with any 
permanent improvement of the diseased area of lung tissue, 
and while it is possible to introduce, by inhalation, oil solu- 
tions directly into the smaller bronchi, and, possibly, the al- 
veoli also, the benefit, in phthisis, is probably confined to 
those tissues which are in direct contiguity with the patent 
air passages. 

When we carefully review the equivocal position of the 
oJd and tried medicaments for pulmonary tuberculosis, as 
well as the thousand-and-one modern "cures," we are 
obliged to admit that we are not yet in position to dispute 
Laennec's statement that "although the cure of tuberculosis 
is possible for nature, it is not so for medicine." 

Fresh Air Treatment. The benefit to the tuberculous 
subject of the systematic indulgence in fresh, pure air is 
universally conceded by all observers. This recognition of 
the power of fresh air is admitted in no equivocal terms 
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Wilks says "The only remedy known for consumption is 
air, air, fresh air." Ransom e says "Fresh air night and 
day before everything else." Trudeau's experiments on 
confined and unconfined rabbits illustrate the value of the 
open-air treatment of tuberculosis. 

The fresh air treatment may be carried on with the pa- 
tient at home or at a suitable sanitorium, without a change 
in climate. At home the fresh air treatment is more or less 
difficult to manage, especially in the cities. A partially 
successful attempt, however, is better than to house a pa- 
tient in a stuffy, ill- ventilated room, dope him with medicine 
and blame nature for the result. The patient should have 
the sunniest, brightest room obtainable. The windows 
should be kept open during the day, and partially so at 
night. If there is active disease with fever the patient 
should be kept in bed, or if there is a porch or yard avail- 
able he may be wrapped up and placed in an invalid's chair 
and allowed to spend four or five hours daily in the open 
air. Neither cough, fever, night sweats, or hemorrhage 
contraindicate fresh air. Ransome says that nothing re- 
lieves the fever so much as fresh air. Moderately low tem- 
perature is not important, but wetness and high winds 
should be guarded against. If the patient is well enough to 
be about he should spend six to eight hours daily in the 
open air and take a daily amount of exercise which must 
be specified by his physician. 

The sanitorium treatment of tuberculosis has risen in 
importance because of the results obtained at such institu- 
tions as those of Nordach, Palkenstein, Gobersdorf, Davos, 
etc., in Europe, and at the Sharon sanitarium near Boston, 
the Adirondack sanitarium, the Asheville sanitorium, the 
Aiken sanitarium, etc., in this country, and various institu- 
tions in Canada. To obtain good results it is not necessary 
that the sanitaria be situated in an ideal climate. Burton- 
Fanning says that good results are obtained where climatic 
conditions are only moderately favorable, though the con- 
ditions most conducive to good results are pure, cool, brac- 
ing air, abundance of sunshine, dryness of soil, and eleva- 
tion above the sea. At the Victoria hospital for consump- 
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tives, near Edinburgh, where the climate is by no means 
ideal, and the patients not of the most favorable class, with 
an average residence of less than three months, the results 
are said by Philip to be very encouraging. The plan of 
treatment in these sanitoria is to keep the patient in the 
open air during the day as much as possible without regard 
to the weather except in special cases. Very liberal diet is 
given. The windows of the patient's room are wide open 
all day, and sufficiently so at night to insure good ventila- 
tion. The average temperature of the rooms is kept at 
from 60-65° P. Exercise, bathing, medication and all 
auxilliary means are employed to hasten recovery. Daily 
observation is given each patient. These institutions, con- 
ducted under the supervision of competent and reliable men, 
in whom the profession may repose confidence, furnish bet- 
ter opportunity for recovery to a patient than he will find 
by adopting climatic treatment in his own way, and without 
intelligent direction. 

There is great need in this country for sanitoria near 
our large cities where patients with moderate incomes may 
be treated at a small expense. It is to be hoped that the 
state and municipal governments will soon realize that there 
is not only humanity, but also economy, in the establish- 
ment of public institutions on the sanitorium plan for the 
treatment of their indigent tuberculous residents. 

In the climatic treatment of tuberculosis the open air 
feature must not be neglected. Patients sometimes have 
the idea that if they make a suitable change in climate they 
must perforce get well without any effort on their part. 
The value of any climate is in direct ratio to the number of 
days throughout the year which the patient can be in the 
open air and sunshine. The average temperature is of 
secondary importance. The majority of the patients with 
good family history and in the early stage of the disease 
will get well in any climate if they live an outdoor life. 

Proper accomodations and diet are not always obtain- 
able in desirable climates and this must be considered when 
patients are not able to endure an out-door life. Those 
who can live out doors can usually get along with such food 
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as can be obtained. A camping trip across our western or 
southwestern states is one of the best methods of utilizing 
the fresh air and climatic methods of treatment. 

The earlier the climatic change is made the better the 
chances for recovery . It is very difficult to persuade patients 
to break up business and social associations early enough to 
give them the best results from climatic treatment. Later, 
they are not only willing, but insist, against advice, on a 
change of climate. In case of improvement it is difficult to 
keep patients in a proper climate for a sufficient length of 
time. Properly conducted sanitoria in our own localities 
would obviate some of these difficulties by affording a place 
where patients could be kept under proper conditions for a 
portion of the year. 

In deciding the advisability of a change of climate we 
must be governed entirely by the patient's condition, and 
not by the anxiety of himself and friends. Patients with 
high fever, night sweats, loss of flesh, extensive areas of 
lung involvement, or cavity formation, should not be allowed 
to go away from home. 

The various climates may be divided into those of high 
altitudes, the dry, warm climates, and the moist, warm 
climates. 

High altitudes possess, according to Williams, dim- 
inished barometric pressure — rare atmosphere, and dia- 
thermacy or increased facility of transmission of the sun's 
rays which causes an increase in the difference between sun 
and shade temperature of 1° P. for every rise of 235 feet. 
The general result in selected cases of chronic tuberculosis 
being excellent: improvement in 83 per cent., great im- 
provement in 74 per cent., disappearance of all symptoms 
in 41 percent.; local conditions show 75.5 per cent im- 
proved, 5.5 percent, stationary, and 19.18 percent, worse. 
Both sexes do well. The most favorable age is from 20 to 
30, and those with hereditary disease are especially ben- 
efited. 

Cases of incipient disease, with hemorrhagic tendency, 
are often much benefited by high altitudes, though such per- 
sons should not be suddenly changed from a low to a high 
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altitude. Patients with a temperature above 101° F. should 
not be sent into high altitudes, and the latter is contra- 
indicated in patients with extensive lung involvement, cav- 
ities, aneurysm, laryngeal involvements, catarrhal tubercu- 
losis, all varieties of acute disease, weak heart, emphysema, 
and chronic varieties of tuberculosis when much lung tissue 
is involved or there is extensive degree of fibrosis of the 
lung, particularly where the heart is weak. 

A residence of from eight to twelve months at least is 
necessary in order to obtain benefit from high altitude. Of 
the higher altitudes in this country the Colorado, New 
Mexico and Arizona resorts are the best. Asheville and the 
Adirondacks are the best of the more moderate elevations. 

Such moist, warm climates as Florida (Gulf coast), the 
Bermudas, the Maderia Islands, Malaga, the Island of Cor- 
sica, and Falmouth in Great Britain are the best. They are 
adapted to cases with limited lung space, emphysematous 
and bronchial conditions, and weak hearts. 

Dry, warm climates, like the lower portion of the Rio 
Grande Valley, southwestern Arizona, southern California, 
various points in Georgia, the Carolinas and eastern Ten- 
nessee in this country; the Riviera, Egypt and Algiers are 
the most noted points. According to Foster it is doubtful 
if the Mediterranean offers the best climate for the majority 
of cases. Hillier praises South Africa, and Sandwith 
enumerates the advantages of the Egyptian deserts. 

Ocean voyages, while beneficial in some cases, are con- 
traindicated, according to Parkes Weber, in advanced cases, 
cases with fever, in laryngeal and in intestinal tuberculosis, 
and in cases associated with advanced arterial sclerosis or 
cardiac disease. 

Special Treatment. The treatment of tuberculosis with 
special preparations like the new (T. R.) tuberculin, Mar- 
agliano's anti- tuberculosis serum, Hirschf elder's oxy toxins, 
etc., is yet in an experimental stage, and the one thing 
definite in regard to it is that the literature of the past fh r e 
years on this subject will make curious reading half a cen- 
tury hence. Trudeau, whose experimental work with 
various serums at the Saranac laboratory gives his opinion 
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weight, thinks that the outlook for an efficient tuberculosis 
antitoxin is not entirely hopeless. 

Symptomatic Treatment. The symptoms which most 
often demand attention are the fever, cough, sweating, 
diarrhoea, haemorrhage, and gastric disturbances. 

Fever is almost constantly present in pulmonary tuber- 
culosis and is, to some extent, a measure of the intensity of 
the disease. Its reduction is a most difficult therapeutic 
measure, indeed, so little is accomplished toward the well- 
being of the patient by the reduction of the fever by drugs 
that it is only when the fever is unusually high that it 
should be attempted. The depression resulting from the 
use of the coal tar products overbalances the slight benefit 
derived from them. The combination of two and a half 
grains each of phenacetine and quinine is often of use given 
every three or four hours or every two hours for three doses 
just before the rise in temperature in a septic type of fever. 
Quinine alone must be given in large doses which are not 
always well borne. When the fever is above 101° F. the 
patient should be kept at rest, with as much fresh air as 
possible. Ransome says that nothing, in his experience, 
relieves the fever so much as fresh air and sponging with 
cold water and vinegar. Fever is no contraindication to 
fresh air and as much of the latter should be had as is pos- 
sible without overexertion. Sponging with tepid cologne 
water is grateful and useful. 

Cough is a troublesome symptom and one which patients 
are usually anxious about. It is well with the cough, or 
with the fever, to trust to general measures as much as pos- 
sible for relief. If cough is troublesome at bed time, or 
•paroxysmal in the morning, a cup of hot milkine will often 
afford much relief. Nauseous cough mixtures are to be 
avoided, and when cough medicines are prescribed they 
should be as simple as possible. In nervous, irritable peo- 
ple Hoffman's anodyne is of ten very useful. A mixture con- 
taining to each dose i gr. of morphia or J gr. of codeia, 10 
drops of dilute hydrobromic acid, and syrup of tolu q. s ,will 
be taken longer, with more relief and less complaint, than 
most other cough mixtures. If the cough is hacking and 
very persistent we may use i gr. of codeia, 1 gtt. of fl. ext. 
of cannabis indica, 3 grs. of muriate of ammonia, and syrup 
of tolu q. s. In cases with considerable bronchitis and scanty 
expectoration we may use muriate of ammonia, gr. 5; codeia, 
gr. {; tincture of Pulsatilla, gtt. 6to8;liq. am. acetat., gtt. 20; 
elix. simp., q. s. In laryngeal cough we may use inhalations, 
sprays an<J sedative troches. Oil solutions of the various 
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antiseptic drugs are of great use in relieving cough and ex- 
pectoration when given by inhalation. Warm applications 
or counter- irritation to the chest may be useful. Liozenges 
of acacia and licorice are useful in laryngeal cough. Spray- 
ing with a 2 to 3 per cent, solution of menthol or aristol; in- 
halations of 20 drops of a saturated -solution of menthol, or 
a like amount of equal parts of creasote or guaiacol with 
spirit of chloroform when the membrane is dry and irritated 
may be of use. With laryngeal catarrh we may use a tea- 
spoonful of compound tincture of benzoin in a pint of water 
near the boiling point for inhalation. With profuse secre- 
tion from the mucous membrane we may find 3 to 5 drops of 
tincture of belladonna and half a teaspoonful of syrup of 
senega every four hours of value. 

Night sweats are a troublesome through erratic symp- 
tom in tuberculosis. When regular and severe they weaken 
the patient and should be stopped if possible. A cool 
sponge bath in the morning followed by thorough friction of 
the body will often lessen the sweating. Atropine is the 
most useful remedy. It should be given at bed time in f 6 to 
Vff grain doses. Camphoric acid is, next to atropine, the 
best remedy for sweating. It is best given in three doses 
of five or ten grains each (in capsule) at 5, 7 and 9 o'clock 
in the evening. Agaricin GViV £ r -) ma y be given six hours 
before the sweating takes place, or, as I have found useful, 
T \ of a grain may be given at 2 and 7 P. M., followed by 
thirty drops of fluid extract of pinus canadensis at bed time. 
Picrotoxin (*V g r -) m &y be given at bed time. Zinc oxide 
(5 gr. in pill) is sometimes useful. If profuse sweating oc- 
curs whenever the patient sleeps it is an indication for stim- 
ulants and nourishing drinks. 

Diarrhoea may be troublesome when there is acute or 
chronic ulceration of the intestines. In the acute form ten 
grain doses of bismuth (sub-carbonate or sub-gallate) with 
five drops of deodorized tincture of opium and a like amount 
of spirits of catnphor every three or four hours is useful. 
Dover's powder with bismuth is of service. Starch enemata, 
' plain or with opium, may be used. The acetate of lead and 
opium pill is useful. If the discharge is watery and profuse 
ten drops of dilute nitric acid with five drops each of tinc- 
ture of opium and tincture of camphor given in simple elixir 
will be of use. In the diarrhoea of chronic ulceration the 
diet is very important. Such drugs as acetate of lead (2 to 3 
gr.), sulphate of copper (± to £ gr.) combined with opium in 
pill form, are of use. Bismuth (gr. 20), and co. ipecac pulv. 
(gr. x) may be given in milk every 4 to 6 hours. Tincture of 
catechu, gtt. 20; tinct. opii deodor., m 5; mist, creatse, 3 iv, 
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may [be tried. Fluid extract of coto bark in five minim 
doses may be useful. When the lower intestine is affected 
lead and opium pill combined with starch enemata (tr. opii, 
gtt. xx to 3 ss; mucil. amyli 5 ii) is of great service. 

Haemorrhage is to be treated by rest and opium (mor- 
phine hypodermically). If the vascular tension is high 
lower it with aconite and sodium bromide. No stimulants 
should be given. Tincture of hamamelis in 20 to 60 minim 
doses is recommended. In profuse haemorrhage, with low 
temperature, we may use ergotin hypodermically. Tempora- 
ry ligation of the four extremities is efficacious in profuse 
haemorrhage, and from 7 V to ^ of a grain of atropia may be 
given hypodermically. Astringents, as a rule, do no good 
in the pulmonary haemorrhage of tuberculosis. 

Gastric disturbances are to be avoided, to a large ex- 
tent, by the general treatment and attention to diet. Acidi- 
ty and flatulence may be relieved by bismuth and bromide 
of sodium or strontium. For loss of appetite without di- 
gestive disturbance Fowler recommends bicarbonate of soda, 
gr. xv. ; dilute hydrocyanic acid, M iii; comp. inf. of gen- 
tian 5i. 

Gastric crises may occur which must be tided over by 
restricting the diet to liquid food. Vomiting may occur 
through the irritation produced by the severe coughing or 
through some sore spot or sensitive area in the throat, at- 
tention to which will relieve the vomiting. The nausea so 
frequently present may be controlled by small and frequent 
doses of lime water containing one drop of carbolic acid to 
the ounce, or by small doses of calomel and soda. 

Pain from pleurisy may be controlled by strapping the 
chest, painting the surface with tincture of iodine, applying 
belladonna plasters, small blisters, or hot applications. 

The experimental work of Biondi, Schmidt, Gluck and 
others show that a portion or the whole of a lung may be 
removed without fatal results. Lowson and Tuffier have 
successfully removed a tuberculous portion of the human 
lung with good results. While these cases demonstrate 
the possibilities of lung surgery, the application of such 
methods must be extremely limited in the treatment of tu- 
berculosis of the lungs. The surgical drainage of tubercu- 
lar cavities of the lung has generally been regarded with 
disfavor. It is not beyond argument, however, that this 
may be the most advantageous way of treating single cav- 
ities properly situated. Should the future discover a reli- 
able bacillicide for the after treatment of drained tubercu- 
lar cavities the question of operation would assume a differ- 
ent aspect. 
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Cbronicle anb Comment 

Most cases of insanity can be brought under two 
general heads, viz. , mania and melancholia, the one being a per- 
version manifesting in excitement, the other being a per- 
version manifesting in depression. It has long been known, 
and the fact is thoroughly established beyond all question, 
that heredity is one of the most potent causes, if not really 
the major cause, of mental disease, whether of the high 
(exalted) or low (depressed) type. There is still, however, 
some question as to the influence of remote family taints in 
this respect. Direct, parental occurrence of disorder is 
positive in hereditary histories; but straight back into the 
second and third generation, and a mental influence from 
branch members of a family, are subjects still in more or 
less dispute among alienists. These matters become inte- 
resting in forecasting the outcome in a case of acute insani- 
ty; and they become of very marked importance in the con- 
sideration of marriage. 

♦ ♦ 
* 

An English physician, Dr. J. A. Coutts, physician to 
the East London Hospital for Children, very strongly recom-* 
mends the considerable use of belladonna in bronchitis and 
especially in broncho- pneumonia of children. He says his 
results have been wonderful; that he now has no dread of 
the disease, and that many fellow practitioners who have 
employed the drug as advised have come to believe as he 
does. He uses the extract (B. P. ) in one-fourth grain doses 
every three or four hours, and says (Brit. Med. Jour.): 
'The disadvantages attaching to these somewhat large 
doses have been singularly slight and unimportant. Out of 
perhaps 50 or 60 cases, in two there has been slight delirium 
which was easily cured by lessoning the dose. In a large 
majority, however, there has been some flushing of the skin, 
and in some a definite scarlet rash. This flushing, some- 
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what to my surprise, has been more frequent than notice- 
able dilatation of the pupils. The sisters in the wards, too, 
tell me that they have noticed that children under the in- 
fluence of the drug are unduly irritable and restless. Some 
of this last may, however, be ascribable to the condition 
left on recovery from acute disease. But were the disad- 
vantages infinitely greater than those described, I still 
think they might fairly be neglected in comparison with 

the advantages seemingly gained from the use of the drug." 

* * 

* 

Dr. Roswell Park, of Buffalo. N. Y,, who has given 
marked attention to the study of the pathology and prev- 
alence of cancer points out that the disease is very distinct- 
ly on the increase in the State of New York; and if in the 
State of New York the presumption is very reasonable that 
such a state of affairs is true of other sections of the coun- 
try. Dr. Park maintains that in New York State consump- 
tion is decreasing, and he holds that if cancer increases dur- 
ing the next ten years, as during the past year, and con- 
sumption continues its present ratio of decrease, we will 
find thfe mortality rate from cancer alone to exceed that 
from consumption, small-pox and typhoid fever put to- 
gether. 

* * 

* 

Notwithstanding the fact (and Osier has recently well 
• pointed it out) that the profession has for many years well 
understood the pathological nature of typhoid fever, its 
medicinal treatment has remained uncertain and inefficient. 
Pretty near the only advancement, therapeutically, in the 
past score or more of years, has been in furthering so-called 
intestinal antisepsis — a doubtful accomplishment of vague 
merit. A decided reform has occurred in the matter of 
drink and diet, and here a step in advance may be chron- 
icled. The great credit the science of medicine can take to 
itself in connection with this disease, and which has become 
firmly engrafted in the minds of those who have at all kept 
up with the times, is that typhoid fever can be prevented 
when the source of the poison producing it is known. And 
we may go still further and say that the source of the dis- 
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ease in any outbreak can become known by the prosecution 
of a reasonable, though it may be persistent, research, by 
a mind qualified to undertake and pursue such research. 
Medicine may therefore be congratulated that its patholo- 
gical knowledge in reference to this disease has brought 
out definite laws of prevention; and no just condemnation 
can be laid against the abortion of efforts to find some cura- 
tive ageut or agents. These things may come later. 

There can be no weightier example of the application 
of that homely old adage that "an ounce of prevention 's 
worth a pound o' cure," than in this matter of typhoid fe- 
ver. And yet, this great and presumably intelligent gov- 
ernment, guided, it is supposed, by officials who are more or 
less cognizant of established sanitary laws and reasonings, 
either with the favorable or unfavorable advice of its med- 
ical wing, and in the year 1898, so placed large bodies of 
soldiers that this very preventable disease known as typhoid 
fever was not prevented, but favored. "Embalmed" beef 
is bad enough and we will grant that it will cause sickness 
and may cause death; but that is not to be compared with 
the introduction of the poison of typhoid fever into the ali- 
mentary canal. Any government, commonwealth, munici- 
pality, corporation or individual should be unsparingly con- 
demned and held accountable for the illness or death of 
servants or dependents when such illness or death follows 
from insanitary or deleterious conditions that could have 

been prevented. 

* * 

Mention is made of one Dr. Mor6re, aged 91, as the old- 
est doctor in France. He is said to be markedly active, at- 
tending to the duties of a general practitioner with much 
skill and care. 

This reminds us that Dr. Robert Boal, of Lacon, 111., is 
the oldest practitioner, so far as known, in the State of Illi- 
nois, and until we stand corrected we will claim he is the 
medical patriarch of the entire West. Dr. Boal is now 93 
years of age, and for 71 years he has been a physician. 
While Dr. Boal is not now in active practice, it is not because 
of any physical or mental infirmity. A very close friend oj 
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his not long ago remarked in his interest that he (Dr. Boal) 
could sit at a medical banquet board as long as any one, and 
could make just as bright and witful a speech as the next 
man. 

While Dr. Boal always has a deep interest in all pro- 
fessional news and advancements, yet in reality he is "rest- 
ing by the wayside." And is not that the better way — to 
rest during those last years? As between these two ven- 
erable physicians, the one actively sharing the toils and per- 
plexities, the exposures and discomforts incident to a gen- 
eral practice; the other resting calmly in the present, con- 
tent with the past, undaunted by the future, which comes 
nearer to the ideal? Which has the stronger appeal to those 

today in middle life? 

* * 

* 

An English contemporary has a story which is held to 
account for the decided activity of the ambulance surgeons, 
drivers, etc., in New York City. As the story goes, those 
attached to an ambulance are required to buy a keg of beer 
for the benefit (?) of certain of the house staff every time 
they bring in a corpse. In other words, no patient must be 
allowed to die in "the wagon," because the penalty of such 
death is a keg of beer from those attached to that ambu- 
lance. Out of this has come a wonderful development of 
horse-speed and human alacrity; and out of it has come also 
the startling, tragic cry, as an ambulance would dash madly 
by — a race against death! To those who knew the stimulus, 
while it would be granted that it was verily a race against 
death, yet it was also, and very decidedly, a race to save a 
keg of beer. 

We do not know how much of fact this interesting little 
yarn is based upon, yet it is not all fanciful. Everyone 
knows, we take it, the wonderfully tonic influence of re- 
wards. The entire Civil Service idea is constructed upon 
this system of reward for merit. Almost all large institu- 
tions and corporate interests have such an order; and hos- 
pitals governed by this merit system feel the influence. It 
is really not to be wondered at — indeed, it is highly com- 
mendable — that an ambulance corps puts forth every phys- 
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ical and mental effort to avoid * 'bringing in a corpse." It is 
only the matter of the reward that is open to criticism. 

Our English friend remarks: "No doubt such a race with 
death, with beer as both penalty and reward, is not a very 
dignified proceeding, and we would gladly see an end put to 
all such aids to activity, but we very much doubt whether 

any real harm has been done." 

» * 

* 

So-called "malarial" disease — the result of the entrance 
of a specific poison into the human body — is very much more 
of a pathological entity than we have been wont to believe. 
Throughout the great northern zone of this country malaria 
is generally known as an historical disease — an affection 
that was known to prevail in "early days," but one that is 
seldom seen, pure and simple by the present generation of 
medical practitioners. True, some sections may still show 
good examples of marked malarial infection, but as a wide- 
spread and more or less general disease, it may be said to 
have departed, allowing that it was once considerably 
prevalent. 

Throughout the southern states, especially those of 
lower altitudes, malarial infection is still often observed, 
particularly among those unacclimated by long residence 
and free exposure. 

But the full force of this disease, as a great national 
problem, and as a strictly scientific, pathological enemy, we 
have only started to learn since the Santiago campaign. To 
have an entire army of fresh, well- provisioned troops within 
a few days become hors de combat from malarial infection 
was an event of infinite military importance — and it might 
have been an event of infinite military misfortune other than 
it was. 

The subject of malarial disease has thus been distinctly 
raised to a plane of high military, commercial and general 
economic import, so far, at least, as this country is con- 
cerned. England, of course, and along with. Prance and 
Germany, has been assailed by this foe in the colonizing 
efforts put forth in various parts of the world. But we take 
it there are few of our readers who are prepared for the 
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statement that in Italy malaria prevents the cultivation of 
over five million acres of land; that the disease annually 
attacks over two millions of the inhabitants of that country, 
directly causing the death, each year, of eighty-five thousand 
thereof. 

Much lies waiting for the action of preventive medicine, 
which must go before any very considerable commercial ad- 
vantage expected from the conquest of arms. 

* ♦ 

* 

As the study of the question of the choice of anaesthetics 
progresss. we get closer to the conviction that it is not en- 
tirely worn threadbare. There are those who for years 
have contended that finality in this matter had been reached; 
that thorough and abundant statistics clearly showed that 
chloroform was by far the more dangerous, and that ether 
should have the choice in all cases, except possibly in the 
case of infants, in lying-in women, and in operations about 
the mouth and throat. 

But the scientific world is moving, and this very ques- 
tion of ether vs. chloroform is still agitating professional 
minds, and new knowledge is being formed in regard thereto. 
For instance, we are learning that statistics dealing with 
an anaesthetic mortality should not have reference to the 
day and time of use alone; but that in each instance a period 
of at least three weeks from the use of the anaesthetic 
should be noted. When this plan is followed we at once ob- 
serve a great change in the mortality ratio between chloro- 
iorm and ether; and those who have pursued the investiga- 
tion in large numbers of cases contend that the showing 
favors chloroform — that ether is the more dangerous agent. 

Many cases of bronchitis and pneumonia, going on to a 
fatal termination, have been noted following the employ- 
ment of ether, and it is principally this development of ex- 
perience that has changed figures, and seems to be altering 
the current of professional opinion. 

Before the Medical Society of the State of New York at 
its annual meeting in January, Dr. J. H. Glass, of Utica, 
presented a report of a case of ovarian transplantation — 
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the removal of a healthy ovary from one patient and trans- 
planting it to another patient from whom a diseased ovary 
had been extirpated. It was stated that enough time had 
not passed for the true determination of the result, al- 
though symptoms of an improved ovarian function had al- 
ready shown. Dr. A. Palmer Dudley, in discussing the 
paper, said that ovarian transplantation was no longer an 
experiment in gynaecological surgery, but that it had been 
done a number of times and where well done, that is, where 
proper healing occurs with due regard to anatomical re- 
lations, natural physiological functions followed with cer- 
tainty. 

* * 

The total admissions into New York City insane hospi- 
tals during the past ten years, 1885 to 1895, was 17,491, and 
but one-fourth of this total number were born in this 
country. Of the seventy-five per cent, born in other lands, 
35.5 per cent. were born in Ireland; 20 per cent in Germany; 
3.4 per cent, in England and small per centages in Italy, 

Prance, Russia, Sweden, etc. 

* * 
* 

It was estimated by the Russian delegate to the late 
Berlin Leprosy Conference that upwards of three thousand 

lepers were living in the Russian Empire. 

# * 

During the year 1897, in the administrative county of 
of London, England, 7,645 deaths occurred from tubercu- 
losis, being an increase in the rate per thousand over that 

of the previous year. 

# * 

"The medical profession toils for others, and rarely 
reaps much in wealth or fame. But it has this divine note 
— that it is seldom remembered by the many, except in hours 
of distress. God-like in its charity; princely in its bene- 
factions; tolerant in its spirit; kindly in its ministrations; 
seeking the good of all and injury of none; there is no call- 
ing better fitted to nurture a well-rounded manhood. The 
vista before us rises ever onward and upward. Every 
scientific advance in the comprehensive art of medicine is 
but a spur to further achievement, for as long as man shall 
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exist, so long shall this divine art search out the mysteries 
of life and lay its healing hand upon aching limb and burn- 
ing brow. To be proud of such a profession is well; to 
seek to be worthy of it is what we should earnestly strive 
after. One thing is certain — that when Medicine, as art 
and science, is rightly esteemed by any of her sons, all her 
influences tend to make him who so respects her a better 

and a nobler man-" — Dr. R. H. Osborn: (Penn. Med. Jour.) 

# * 

* 

Out of the total of 1,849 deaths in the city of Chicago 
during the month of December, 1898, 200 resulted from con- 
sumption: 282 from pneumonia; 109 from bronchitis; 77 
from diphtheria; 63 from cancer; 55 from typhoid fever; 
78 from acute intestinal diseases; 133 from diseases of the 
heart and 203 from diseases of the nervous system. Group- 
ing the causes of death under the great system heads we 
find that almost one-third, (591) involved the lungs, 133 in- 
volved the alimentary canal (not taking into account can- 
cerous conditions); while 133 were diseases of the heart and 
203 were diseases of the nervous system. 
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A TEXT BOOK OF OBSTETRICS. By Babton Cooke Hibst, M. D. , 
Professor of Obstetrics in the University of Pennsylvania, With 
653 Illustrations, 946 Pages. W. B. Saunders, Philadelphia. 

The appearance of a new text book of obstetrics, written 
by a teacher of such high reputation as Prof. Hirst, must 
attract attention both in this country and in Europe. In 
general it can be said that in its execution the work will stand 
well the examination that such a book must expect to en- 
counter, although a detailed criticism will show some de- 
ficiencies. The illustrations, many of them original, are 
numerous, well chosen and well executed. While no at- 
tempt is made to give a large bibliography references are 
made to the most important books and articles on the 
various subjects. The publishers are entitled to much 
praise for producing such an attractive volume. 

The arrangement of the subject matter is slightly 
peculiar in the fact that the mechanism of labor is not 
treated in connection with the physiology and management 
of labor but is made a separate and co-ordinate section. 

Part I, devoted to Pregnancy, includes not only the physi- 
ology and pathology of pregnancy, but also the usual 
chapters devoted to anatomy of the pelvis and female sexual 
organs, menstruation, ovulation, etc., and the necessary 
embryology. 

Part II covers sixty -five pages and is entitled the 
physiology and management of labor and the puerperium. 
The treatment of the mechanism of labor separately in Part 
III enables the author to consider conjointly all the presen- 
tations both normal and abnormal. The pathology of labor 
in Part IV is rather singularly treated under the sub-head- 
ing of Chapter I, Dystocia. Part V treats of pathology of 
the puerperium, Part VI of obstetric operations and Part 
VII of the new born infant. 
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To consider the contents of the book more in detail, and 
as its importance and the high standing of its author de- 
serve, not with a few words of general praise, but with 
free and frank criticism, it may be said at the outset that 
the chief and great defect is the lack of satis- 
factory directions for the aseptic management of labor. 
This is the more to be regretted as the same defect is found 
to a greater or less degree in nearly all American text 
books of obstetrics. In the treatment of abortion, p. 256, 
the vaginal tampon is recommended but nothing is said 
concerning the details necessary to prepare for and intro- 
duce the tampons aseptically. Nowhere is the direction 
given to shave the patient even in the preparation for the 
most serious operation. Why the details which are at- 
tended to in the simplest gynaecological are not prescribed 
for obstetrical operations it is hard to understand. On page 
533, under treatment of placenta praevia, a "clean" towel 
torn into strips is allowed to be used for a tampon. On 
page 539, in the treatment of post partum haemorrhage 
it is recommended to "pass a piece of ice into the interior 
of the womb" or if that is ineffective a "clean" handkerchief 
soaked in vinegar is used. If this fail, a "clean" towel torn 
in strips is used as an intra-uterine tampon in the absence 
of iodoform gauze. If the haemorrhage be from a torn 
cervix, in the absence of gauze for a tampon, "a perfectly 
clean handkerchief or strip of towel wrung out in vinegar 
will answer admirably." We suggest that for such direc- 
tions, common thirty years ago, it would be better to sub- 
stitute the advice to add to the obstetric bag a package 
of sterile gauze. On pages 678-9 three sentences are given 
to the description of the Ftlrbringer method of hand disin- 
fection. Considering the extreme importance of the sub- 
ject, the details should be much more emphasized. In cases 
of serious contamination of the hands, as after dangerous 
post mortem examinations, exact directions should be given 
concerning the abstinence time and the repeated disinfec- 
tions, upon the necessity of which all teachers are now 
agreed. In several places carbolated vaseline is recom- 
mended as a lubricant. The ease with which a vaseline re- 
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ceptacle may become filled with microbes is so great even 
when the vaseline is carbolized, that the use of such a 
lubricant, unless contained in a collapsible tube, should be 
coupled with a word of caution. Under obstetric operations 
directions are given to sterilize the forceps by immersing 
them from ten to fifteen minutes in a pitcherf ul of boiling 
water. Aside from the impossibility of immersing the 
whole of the forceps in a common pitcher, no one would 
claim that a contaminated instrument could be sterilized by 
putting it into boiling water. 

These extracts will serve to show that Prof. Hirst's 
book will not make the careless student or practitioner 
mindful of his shortcomings in his conduct of obstetric 
cases, but will rather encourage the quite prevalent and 
dangerous idea that strict aseptic management of labor is 
not necessary. 

In selecting out to mention some other points that es- 
pecially attract attention, we notice the questionable state- 
ment, page 57, that menstruation in the female is obviously 
what rut is in the lower animal. On page 170 we find given 
an astonishing example of the influence of maternal emo- 
tions. In the management of pregnancy nothing is said 
about the use of an abdominal bandage. In giving the 
causes of the vomiting of pregnancy reflex irritation is 
mentioned as the chief factor. Neither auto-intoxication 
nor the condition of disturbed cerebral circulation, due to 
chronic splanchnic congestion is mentioned. Such a line of 
treatment, systematic and persistent, as is necessary in 
these cases, is not laid down with desirable difiniteness. 
Abortion is recommended as a last resort. In the manage- 
ment of inevitable abortion, the author prefers the "active 
treatment/' consisting in dilating the os and removing the 
egg with the finger or curette and the decidua with the 
curette. The vagina and uterine cavity are to be kept 
"aseptic" by the injection of sublimate solution. In the 
operation for extra-uterine pregnancy the abdominal cavity 
is to be flushed with a large quantity of water and drained 
with a glass tube and gauze packing. 

In the section on management of labor and the puer- 



Digitized by 



Google 



382 BOOK REVIEWS. 

perium, we are pleased to see that either is given the prefer- 
ence as an anaesthetic. The operation of episiotomy is con- 
demned. In Pig. 186 on page 310, showing the method of 
protecting the perin»um, the patient is represented in the 
usual position on the left side, but the left hand of the 
accoucheur is over the perinseum and the head is pushed 
back by the right, the right arm being below the left. In 
the management of the third stage of labor it is not stated 
how much time should elapse before the application of the 
Cred6 expulsion. In treating of the puerperal state the 
danger of a late displacement of the uterus is mentioned, 
and the very good advice given to examine all patients six 
weeks after delivery. Of questionable utility is the breast 
pump which is advised for cases of excessive milk secretion. 
The common but faulty method of breast massage is illus- 
trated and described, rubbing the breast with the fingertips 
in a direction toward the nipples. The object of. massage 
here as in the case of *an inflamed joint is to favor absorption 
from the congested area by emptying the blood and lymph 
vessels proceeding from the affected region. 

In the section on mechanism of labor, in mentioning the 
objects of the vaginal examination, the importance of and 
directions for locating the advance of the head in the pelvis 
are omitted. The author gives Simpson's theory to account 
for the great frequency of head presentations, the volun- 
tary assumption of this position by the foetus. The way in 
which the oblique diameters are named is not given. In 
posterior parietal bone presentations, in mild cases the use 
of a blade of the forceps as a vectis to pull down the re- 
tarded half of the head is recommended, while in extreme 
cases with ear presentation podalic version is advised. In 
the treatment of occipito-posterior positions no distinction 
is made between cases of flexion and those of extension, a 
distinction of much practical importance. 

The author believes that contracted pelves are not un- 
common among American-born women. The posterior 
extremity of the Baudelocque diameter he locates in the 
depression below the spine of the last lumbar vertebra. 
The way in which this point is found by "rubbing a finger- 
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tip over the lumbar spines from above downward until the 
finger sinks into the depression sought and feels no more 
spinous processes below" would certainly fail in the not in- 
frequent cases of prominent sacral spines. The author's 
pelvimeter for measuring the true conjugate is illustrated. 
In the management of labor in contracted pelves Prof. 
Hirst recommends the induction of premature labor at 
thirty-six weeks incases of a conjugata vera of 9.5 c. m. or 
less, which operation in private practice should have no 
maternal mortality. High forceps are discouraged and 
Cesarean section preferred to symphysiotomy. In cases 
of cancer of the cervix complicating pregnancy and labor 
Cesarean section is recommended, but not very positively. 
In cases of fibroid tumors interfering with labor, the 
Porro operation is advised. Ovarian tumors discovered 
during pregnancy should be removed, while after the be- 
ginning of labor Cesarean section is preferred to vaginal 
puncture. 

The author adopts the theory of Hofmeier and Kalten- 
bach as to the explanation of placenta praevia, After the 
seventh month he recommends the induction of labor. 
Version is the treatment advised. The use of the bag of 
Champetier de Ribes in the uterus is not mentioned. In 
the treatment of eclampsia immediate delivery is not re- 
commended. The routine treatment should consist in chlor- 
oform, chloral hydrate, veratrum viride, wet pack, croton 
oil and salts and hypodermic injections of salt solution. 

The author's teaching in the section on pathology of 
the puerperium will meet with considerable opposition. 
For example: "If the medical attendant suspects the re- 
tention of placental masses after labor, he must attempt 
their removal" is not generally considered a necessary, or 
even safe, rule for general practice. The theory of emo- 
tional fever is of rather doubtful value. Exposure to cold 
probably produces fever by favoring the development of an 
infection. Constipation may be admitted as a rare factor 
in causing fever, but reflex irritation is, to say the least, a 
pretty doubtful cause and the examples given may be easily 
explained on the basis of an infection. While the possibil- 
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ity of the occurrence of fever from some complication must 
be admitted, most cases of fever in childbed are due to 
genital-wound or breast infection and the large amount of 
space given by the author to non-infectious fevers tends to 
foster the natural inclination to seek for some other than 
the real cause to explain puerperal infection. The finger as 
a common cause of nipple infection is not mentioned. In 
opening mammary abscesses it is not stated whether gen- 
eral anaesthesia is necessary or not. The advantages of 
infiltration anaesthesia for this could have been well 
mentioned. 

The treatment of puerperal infection is very vigorous. 
A "thorough disinfection" of the whole genital canal is 
called for. To do this the external genitals and vagina are 
scrubbed with green soap and a vaginal and intra-uterine 
douche of sublimate solution given. Then with curette and 
placental forceps the uterus is cleaned and another intra- 
uterine sublimate douche given. These douches may. have 
to be repeated several times a day. In connection with 
this treatment it is interesting to note that absolute rest 
and freedom from all disturbances, mental and physical, 
must be insisted on. The author does not have much hope 
from the serum therapy, but uses the nuclein treatment. 
Hypodermoclysis is considered a valuable adjuvant. As is 
known, from his article in the American Text-Book of Ob- 
stetrics, he is an advocate of the operative treatment of 
puerperal sepsis and gives here as good indications for such 
interference as can probably be formulated at the present 
time. 

In the section on obstetric operations balloon dilatation 
of the cervix is not mentioned. The important procedure 
recommended by Hofmeier, pressing the unengaged head 
into the pelvis, is likewise overlooked. In the high forceps 
operation the blades are to be applied obliquely as being 
less likely to injure the foetal head. The application of the 
forceps to the face presentation is not described. It is 
very strange to see in a book published in 1898 the recom- 
mendation to apply forceps to the breech. The fillet is also 
recommended. An illustration is given of the use of a for 
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ceps handle as a substitute for the blunt hook in a breech 
presentation. In the release of the arms the rotation of 
the body so as to bring the anterior arm posterior is not 
described. Cleidotomy is not mentioned. In the descrip- 
tion of symphysiotomy the 'method of Harris of separating 
the ligament from the bones to avoid haemorrhage should 
not be omitted. 

In the treatment of asphyxia neonatorum the use of 
the catheter to clean the throat of mucus and the Laborde 
method of inducing respiration are both omitted. 

Because a number of defects and omissions have been 
enumerated it must not be inferred that the book is unus- 
ually open to criticism. It is a very interesting and valu- 
able contribution to obstetric literature. It is because of 
its worth that the reviewer has considered it desirable to 
point out defects of the first edition that they may be avoided 
in future editions that will certainly soon be called for, 

C. S. B. 



THE AMERICAN YEAR BOOK OF MEDICINE AND SURGERY. 
A Yearly Digest of Scientific Progress and Authorative Opinion in 
all Branches of Medicine and Surgery, Drawn From Journals, 
Monographs and Text Books of the Leading American and Foreign 
Authors and Investigators. Collected and Arranged With Critical 
Editorial Comments by Twenty-eight Departmental Editors Under 
the General Editorial Charge of George M. Gould, M. D. Illus- 
trated. W. B. Saunders, Philadelphia. 

The American Year Book has become a well recognized 
factor in the dissemination of the results of, and the facts 
adduced from, the most recent work toward the advance- 
ment of the various departments of medical science. Any- 
one expecting to "read up" on any particular subject will 
not find this work sufficient For the purpose. It is not in- 
tended as a system of medicine, but, as an index of what has 
transpired in the medical world, and as a means of gather- 
ing the salient points of the year's medical literature, it is 
wonderful how serviceable such a work becomes. 

The question of the utility of abstracting medical 
literature to the extent necessary in order to cover the 
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whole field of medicine within the limits of a single volume, 
depends largely on the judgment and skill with which the 
condensation is made, and it may be considered as being 
answered in the affirmative as far as the American Year 
Book is concerned, as is attested by its general popularity. 

It is apparent that the two principal difficulties to be 
met in the preparation of such a » Tr ork is the condensation ue 
cessary to limit the volume to a convenient size, and the in- 
clusion of important matter which appears late in the year. 
That the first of these difficulties is overcome as fully as 
possible, is to be expected from the recognized ability of 
the collaborators who do the work, and the supervisory 
capacity of the editor. It is likely that many writers would 
have abstracted their articles differently or would have 
emphasized such abstracts more elaborately, but that is not 
saying that the subscribers would have been benefited 
thereby. The judgment exhibited by the departmental 
editors in this respect is to be highly commended, and, as 
before remarked, it is this feature which makes the work as 
valuable as it is. 

As to including the literature of the latest months of 
the year, anyone who is familiar with the great amount of 
technical labor necessary to produce such a volume as the 
American Year Book will be surprised that the reviews are 
brought down to so recent a period as they are, especially 
when the work is placed before the profession promptly 
with the opening of the new year, and not delayed two or 
three months as are some other productions of the same 
nature. 

The present volume is about the same size as the last 
one. The most notable change is the appearance of the 
names of Drs. Stengel and Edsall in place of that of the 
late Dr. Pepper at the head of the department of General 
Medicine. This is a fortunate selection, and subscribers will 
find less cause for regret at the loss of Dr. Pepper's ripe 
judgment than might have been expected. The American 
Year Book is the largest, most complete, most service- 
able and most representative of the American profession of 
any of the year books issued. The mechanical part of the 
work conforms to the usual high standard of its publishers. 

J. M. P. 
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struction in this college. Systematic recitations, conducted in five commodious reci- 
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pliances, this school is able to furnish its classes with the most approved systematic 
education in medicine. 

Physicians and medical students are invited to visit the laboratories and to in- 
spect the educational appliances of this school. 

For further information and for announcements apply to the College Clerk or to 
the Secretary, 

J. H. Etheridge, M. D. 29 Washington St., Chicago. 
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Otology.— Robert C. Myles, M. D., 
Oren D. Pomeroy, M. D., Frederick 
Whiting, M. D. 

Diseases of the Mind and Nervous 
System-— Landon Carter Gray, M. D., 
B. Sachs, M. D. 

Obstetrics*— Edward A. Ay ers, M. D. 



For further information apply to 

W. R TOWNSEND, M D , Secretary* 2U East 34th St New York City, 

WHEELER'S TISSUE PHOSPHATES. 

Wukkleb'8 Compound Elixir or Phosphates and Calisata. a nerve food and nutritive 
tonic for the treatment of consumption, bronchitis, scrofula and all forms of nervous debility. 
This elegant preparation combines in an agreeable aromatic cordial, acceptable to the mo*t 
Irritable coualtlons of the stomach: Bone Calcium Phosphate GaajSPO*, Sodium Phosphate 
Na*HP0 4 , Ferrous Phosphate Fe»2PO«, Trihydrogen Phosphate H» PD«» and tbe active prioci 
pies of Calisaya and Wild Cherry. 

Special Indications. Spinal Affections Carles, Necrosis, Ununited Fractures, Ms*~smuiu 
Poorly Developed Children. Retarded Dentition, Alcohol, Opium, Tobacco Habits, Gestation and 
Lactation, to promote Development, etc., and as a physiological restorative in Sexual and 
Nervous Debility. 

Notable Properties. As reliable in Dyspepsia as Quinine in Ague. Secures the largest 

Sr cent, of Benefit in Consumption and all Wasting Diseases, by determining the perfect 
gestlon and assimilation of food* When using it, Ood-Liver Oil may be taken without 
repugnance. It renders success possible in treating chronic Diseases of Women and Children, 
who take it with pleasure for long periods, a factor essential to maintain the good will of the 
patient. 

Phosphates being a Natural Food Product, no substitute will do their work. 

Dosn— For an Adult, one tablespoonful three times a day, after eating; from seven to 
twelve years of age, one dessertspoonful: from two to seven, one teaspoonfuL. For infants* no* 
five to twenty drops, according to age. «««.. ™ « ~ « . « ^ 

Prepared at the Chemical Laboratory of T. B. WHEELER, M. D. Montreal. P. 0_ __, . 
To DfATOnt. 9 ahstltution, put up in pound bottles only, and sold by all Dr u g g i s t s as One Onl * 

... RIDE THE CHRISTY SADDLE ... 

Notice on the old style saddle how the 
weight of the body rests on the delicate per- 
ineum, causing urethritis, prostatis, cystitis, 
vulvitis and other diseases. 

5,000 Physicians have endorsed 
the Christy Saddle 

PRICE - - - - 02.OO 




Pelvis as It rests on 
the Christy Saddle 



A. G. SPALDING 

New York Chicago 
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& BROS. 
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Pelvis as it rests on the 
ordinary saddle 
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OIL OF SANDAL- WOOD. 

Many physicians have discontinued the use of Oil of 
Sandal- Wood — perhaps you are one of them — possibly you 
have not realized the results expected and have taken up some 
other remedy. 

But are you sure that the cause of failure to obtain the 
effect so long attributed to this remedy may not be ascribed 
to an inferior or even adulterated Oil? 

Genuine Sandal- Wood Oil of good quality is costly, the 
finest commands a high price for the perfumer's art. 

The Oil largely used in medicine is of the inferior grade, 
obtained from poor specimens and chips and saw-dust of 
Sandal-Wood. 

The so-called "German Oil" is largely adulterated with 
Oil of Copaiba and fixed Oils. 

We use nothing but the very best [English filtered Mysore 
Oil. We dispense it in capsules, mixtures and emulsions. 

If you have been disappointed in Sandal- Wood Oil try 
ours for prescriptions. 

Respectfully, 

Dale & Semple Drug Company. 



Pifre . Milk . and . Cream 

JERSEY MILK CO., 

Main Office: 943-940 W. Adams St., Tel. W. 889. 

SOUTH SIDE. STATION, 3614-16 RHODES AVE. 

Telephone Oakland 201. 

RBA© THIS 

Average rich country milk contains 12.5 per cent, solids. 
According to analysis made by Prof. Long, for City Board 
of Health, the milk delivered by Jersey Milk Company 
contained 13.7 per cent, of solids, being 1.2 percent, better 
than average country milk. 
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GRAND TRUNK 
Railway System 

The Favorite Route to all 

Canadian and Eastern Points 

Via the "ST. CLAIR TUNNEL." 

<JS3fa JiwC JSsL .39s&bSrJ 



Maanmoent New Pullman Sleepers 

DAILY BETWEEN 

Chicago, Detroit, Mt. Clemens, Saginaw Valley, 
Niagara Falls, Buffalo, Boston, Canadian and 
New England Points, Via Montreal. 

Through Solid Vestibuled Service 

First and Second Class Coaches and Pullman 
Palace Sleeping Cars in Connection with the 

LEHI8H VALLEY RAILROAD SYSTEM MSSSS?? 

Dally Between CHICAGO, NEW YORK and PHILADELPHIA. 

For Rates, Time Tables and Sleeping Car Reservations, apply to 

L R. MORROW, wJX*. 103 CLARE ST., 0HIGA80. 
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WABASH LINE 

Reduced Rates to Hot Springs- flu 

The Wabash Line has on sale ninety-day round trip ex- 
cursion tickets to the famous Hot Springs of Arkansas at 
very low rates. Through Sleeping Cars to Hot Springs with 
but one change of cars— in St. Louis Union Station. 

Hot Springs is the only health resort endorsed and con- 
ducted by the United States Government. Climate like 
Italy. This is the season to go. Over 300 hotels, and board- 
ing rates to suit all visitors. 

Illustrated pamphlets and full information furnished by 
C. S. Crane, G. P. & T. A., St. Louis, or F. A. Palmer, 
Asst. Gen'l Pass. Agt, Wabash Ticket Office, 97 Adams St., 
Chicago. 

The Carlsbad of America. 



West Baden, French Lick, 
and Paoll Springs on the 



MONON ROUTE 



^] ^^ 



■"^ » 



The late Prof. Gross, of Philadelphia, when on a visit to these springs during 
the summer of 1874, while in conversation with Hon. Oliver P. Morton, and other 
guests, spoke in a very positive manner of the high value of these waters as an elim- 
inator of diseased conditions of the human system. He said: "I have had oppor- 
tunity to try various medicines, and the various mineral waters of Europe, and of 
this country, and I am free to confess that as an eliminator of diseased conditions of 
the digestive organs, the stomach, liver and kidneys, and as a healing agent to the 
mucous membrane lining the alimentary tract these waters are certainly superior to 
any curative agents that I have ever prescribed. The range of their adaptability is 
so great that it is indeed wonderful.''. 

Hotel and bathing accommodations first-class in every particular. 

Two solid vestibuled trains, equipped with every improvement for the comfort 
of passengers, leave Chicago (Dearborn Station) daily. 

For particulars, folders, etc., apply t-> Frank J. Reed, G. P. A. 

SIDNEY B. JONES, City Pass. Ant., 

232 Clark Street, Chlc?<y:>. 
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E. VOtt H£RR/Witt5 
. . PHARMACY . 

N. B. COR. 81st STRBBT AND INDIANA AVENUB. 

Carries a Complete Stock of ail 

Standard Preparations 

Also a Well-Assorted Stock of 

TeVer Jhermometers, Hypodermic Syringes, Steam, Vaseline, and all Rinds 

of Atomizers, Sterilizers, Absorbent Gottons, Bandages, 

Plasters, Etc., Etc. 

Prescriptions filled by Competent Pharmacists only, with the Utmott 

Care and Dispatch. 

Store OPEN ALL NIGHT With Full Messenger Service.. 

Telephone **<*> 

HAWAII and the PHILUPINES. 

Send four cents (in stamps) for an illustrated 
booklet issued by the 

Chicago, 
Milwaukee and St. 
Paul Railway, 

the direct route across the American Conti- 
nent to the New Trans- Pacific possession of the 
United States. Full of latest reliable informa- 
tion and valuable for reference. Can be used 
as as a text book in school. Address GEO. 

H. HEAFFORD, General Passenger 
and Ticket Agent, Chicago, III. 



ao 



Digitized by 



Google 



The Eureka 
Nebulizer 



Mounted on auarter-sawed Oak Tabl 

Air-Heceiver of seamless steel 
size 10x30 inches, tested to 500 lbs- 
Finished in nickie plate or oxidize- 
The most useful ami practical appar- 
atus ever offered to Hiysicians tor the 

Special Treatment 

of Chronic Bronchitis, Incipent Con- 

-sumption ami all Catarrhal affection 

of the Head, Throat and 

limn-. 



We Have 
Other Styles. 




Write for Literature to 

0. Q. HOLM AN, Gen'l Agent, La Grange, 111. 
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The Allison Operating Table 




VP-TO-LATE 

Always in the lead with the latest im- 
provements. The most complete and 
practicable Table in the world. Can be 
instantly adjusted to any position re- 
quired. Enthusiastically endorsed by the 
leading Physicians everywhere. 



The Allison Ghair 

Has no superior. It is strong, well made, 
and can be easily adjusted to all the dif- 
ferent positions. 



The Allison Instrument Cabinet 

Has many valuable features not found in any other. 



The Allison InstruWt and Medicine Cabinet 



Ts the best article of U?^ 111 ^ on tne market. 
Write for Catalogue with pr^Ce s an ^ terms 

w. n. 



ALLISOW 



133 anrl 136 JS, South Sfreot, - /A7JM:... 
W CHICAGO OFFICE AND SALESROOM: 68 E RAN 

DYCHE BUILDING, 4th floor, Nor 
CHARLES H. KILLOUCiH. Mnti*.™,- 



po. 9 

r.rs, /xd. 




£>LPH ST., 

est Corner State Street. 

Telephone Main 2558 



In presenting to the n\sdical 
profession 



MICAJA"5 



9 



WAFERS 



perfect 
Want and 



EMINENT PRACTITIONERS 

Indorse the use of 

MICAJAH'S MEDICATED UTERINE WAFERS 

as the most rational, safe and efficient treatment in diseases of fh/\ ,terus - 

Our facsimile signature appears on each boj 



the leading: wholesale dealers in drugs. Anv 
druggist if he does not have them, can^peedUy 
procure them from the nearest wholesale drug* 

tTn\ n ^ ah \ 9 WafCrS are Packcd >" «x>«s con- 
taining 25 wafers, or three months' treatment. 



WARREN, PA. J 
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OTICE. 



The readers of this magazine will oonfer a substantial favor if they will 
mention the RBVIB W when in oorrespondenoe with those whose adver- 
tisements have attracted their attention. A mere word of credit— if the 
credit belongs to theRBVIBW— is the sum of this request. It takes but a 
drop of ink— but a second of time— yet as a courtesy it has large proportions. 

The Review enjoys a high degree of confidence on the part of the best element 
among the manufacturing pharmacists. It has obtained this by "fair and square" 
dealing. . • 

The substitution of one article for another is a crime alike -against physician 
and patient. The medical profession can put an end to it by sending their prescrip- 
tions only to those pharmacists around whom there rests not the slightest suspicion 

For Acute Cystitis— Bromide of Potash oz. i; fld. ext. gelsemin. gtt 10; fl. 
ext. hyoBcyam. dr. 2 ; lithiated hydrangea (Lambert), q. s. ad oz. 4. Mix. A des- 
sertspoonful eveay fona hours. Milk and flax seed tea as drinks. — Kansas Medical 
Index. 

The Allison operating table and the Allison instrument cabinet are exceedingly 
handy things for the physician to have in nis office. Only a little space is used, 
and utility is thoroughly met. 

If the druggist found that every attempt at substitution cost him the physician's 
patronage, he would soon become tired of it, and would supply exactly what pre* 
scriptions call for. _ 

The Cmnical Review is the largest original medical monthly in the west, and 
enjoys the confidence of a large and rapidly-increasing list of readers 
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i) NEITHER 
ALTERATIVE NOR ANTISEPTIC 
IN THE SENSE IN WHICH TH08E 
WORDS ARE USUALLY UNDER- 
STOOD. IT IS ANTI-PURULENT, 
ANTI-MORBIFIC -A CORRECTOR 
OF THE DEPRAVED CONDITION 
OF THE FLUIDS AND TISSUES. 

SAMPLE US-oz.) BOTTLE 8 EN T FREE ON RECEIPT OF 28 CTS. 

FORMUlA:--Active principles lODiA ,D,A 

of Ephinacia and Thuja. PAPINE 

BATTLE & GO., JS& St. Loins, Mfl., U.S.A. 



WELL KNOWN—WELL LIKED. 

The other day, the superintendent of one of the largest city hospitals in this 
country, said to a representative of The Imperial rranum Company, the manufac- 
turers of .that reliable dietetic preparation, IMPERIAL GRANUM: "It is not 
necessary for your firm to send any one here to tell me about their product for I 
have uped it both in private and hospital practice for over twenty -five years, and 
can hardly believe that even the youngest members of the medical profession do not 
know of the merits of this well known and well liked food for invalids'and convales- 
cents. " 

"Mai tine with Cod Liver Oil" has, in previous epidemics, proved to be a pre- 
ventive against serious complications growing out of the grip. 



"Malto-Yerbine" (Maltine with Yerba Santa) has proved more efficient than 
any other remedial agent in allaying the otherwise intractable cough which so fre- 
quently accompanies an attack of the "grip." 



« Maltine with Phosphate Iron, Quinia and Strychnia'' has, in previous epidem- 
. served the medical profession as a tonic of great power in restoring to a normal 
condition those who have been enfeebled by the "grip." 



Probably no tonic and stimulating preparation has enjoyed such wide-spread 
use and endorsement as Marian! Wine. All over the world its name is known and 
its virtues extolled. 
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Adeps Lanae Merck 

A Standard 
Ointment Ba$e. 

Odprlesd: >f*ee from the natural acid- 
ity of ordinary wool-fats; wholly free 
from foreign acids and alkalies; is mis- 
cible with water and aqueous solutions 
of salts, and with other fats. Adeps 
Lanae Merck (Hydrosus) is of U. S. P. 
quality. ■' * 

AQUA? liSVICO 

Arsenous acid, iron sulphates, and 
copper sulphate in natural solutions. 
Indicated in anemic, chlorotic, neuras- 
thenic and neurotic conditions. Aqua 
Levico is the natural water from two 
springs ("Mild" and "Strong"} in the 
Tyrrol,. differing in arsenical, ferric 
and cupric strength. Literature on 
request. 

Every physician ts interested in the purity 
of the chemicals dispensed to his patients. 
Specify: "Merck's," for reliability. 



Alterant 
Tonic 




Odorless Iodoform 

lodQformegen (Iodoform Albuminate) 
is devoid of j the- penetrant odor of or- 
dinary iodoform. It does not congluti- 
nate, and is three times bulkier than , 
an. equal weight of ^iodoform. In con- 
* sequence ofut^is lightness it adheres 
more • intimately*. an4 • .firmly to . wound 
surfaces, and i% can readily be brought 
into contact with remote recesses of 
wound cavities. Clinical investigators 
report that Iodo/ormogen is more thor- 
ough, more persistent, and more eco- 
nomical than simple iodoform. Litera- 
ture on request. 

QSLANTHUH ££&„ 

A water-soluble vehicle for the ap- 
plication of dermic remedies. It forms 
a smooth, homogeneous covering with- 
out tendency to stickiness. Sample 
free. 

Purity of chemicals is quite as essential as 
exactitude in compounding. For reliability 
specify: "Merck's/* 



MERCK & CO., 



UNIVERSITY 



PLACE 



New York. 



Messrs. Sharp & Smith have made surgical instruments for the profession during 
almost half a century, and they know how such work should he done. Any doctor, 
wherever located, may safely intrust his order to this house, and have full confi- 
dence that his wishes will be carried out satisfactorily. 



Lactopeptine preparations have become so thoroughly recognized for their phar- 
maceutical excellence and intrinsic worth that many physicians — a great many — de- 
pend strongly upon them. Lactopeptine products and Liquid Peptpnoids have be- 
come standard far and wide. 



No matter how great may be the ability of the practitioner as a diagnostician, the 
patient receives no advantage if the preparations administered are of indifferent qual- 
ity ; and if, as the result of substitution of imitation goods, the outcome of a given 
case is unsatisfactory, the physician will be blamed, not the druggist. See that 
your prescriptions are filled as written. 



H. C. Brainerd, M. 1)., Cleveland, says: "I have used 'Gray's Glycerine Tonic 
Comp.' in the Cleveland Protestant Orphan Asylum, and have found it one of the 
most efficient stomachic tonics I ^ver used. In general practice I have gotten the 
most satisfactory results in cases where it is indicated. I believe much of its highly 
commendable action is from the superior compounding of its formula." 
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Lycetfrl 



The Uric Acid Solvent and 
Anti-arthritic. 



An Important Advance in Gonor- 
rhoea Therapeutics. 




*vr% 



lodoffupsine 



The Active Principle of the 
Thyroid Gland. 



The Modern Hypnotic. 



Teiomvl 



^2Ylnr%tl4Mn The Safest » Most Agreeable and Re- 
**S+»*\rjMWKm liable Anti-rheumatic. 

5eod for futptoi aad literature to 

FARBENFABRIKEN OF ELBERFELD CO., 40 Stone St, New York. 

Selling ageats for the Bayer Pharmaceutical Products : 

Arlstol, Creosote Carbonate (Creosotal). Europhen. Ferro-Somatose, Gualacol Carbonate (Duotal) H« m f c «»i« »-«,«« 
Iodothyrine Urto-Somatose Loaophan Lyce.ol, Phenacetin. Piperax^Bayer f . ProUr^"^? n X en Hen>In * 
Salicylic Acid, Salophen, Somatose. Sulfonal, Tann&en, Tannopine, Trional. vu,na, ^ en - 




igS«^gSas§" 



NEARLY ALWAYS SUCCESSFUL 
WHEN ALL OTHER KINDS 
OF NOURISHMENT 
HAVE FAILED. 



SAMPLES FOR CLINICAL TEST 

SUPPLIED to PMYSWANS 

and TRAINED NURSES 

ON REQUEST. 




OF" TODAY 
AND WILL CONTINUE 

TO YIELD SATISFACTORY RESULTS in NUTRITION 

FAR INTO THE FUTURE, BECAUSE ITS MERITS HAVE BEEN 

PROVED BY CLINICAL SUCCESS in the PAST 



/ Shippinq Depot, JOHN CARLE & SONS 153 Wafer Street, Mew York. Sj 



SOLD BY DRUGGISTS EVERYWHERE. 
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Qlycerinated Vaccine 

(P., D. & Co.) 

WE ARE NOW PREPARED TO SUPPLY GLYCERINATED 
VACCINE SECURELY SEALED IN INDIVIDUAL GLASS TUBES. 

BACTERIOLOOICALLY AND PHYSIOLOOICALLY TESTED. 



i 
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Sealed Tube with Tube with 
Tube. ends broken Rubber Bulb 
off. attached. 




Applying the Vaccine to patient's arm. 

Our Gltobrinatbd Vaccine to marketed 
In capillary tubes, each holding tofndeat 
for one vaccination. As soon as the 
patient Is ready to receive the Vaccine, 
the operator will break off each end of the 
tube and expel the contents by means of 
a «mall rubber bulb which is furntoNHi 
with each package of ten tubes The 
Vaccine is applied directly from the tube 
to the patient's arm (or whatever portion 
of the body Is chosen as the site of in 
oculatlon). 



ty 



Gltobjux ated Vaocihe Is aseptic vaccine— the pulp 
of cowpox vesicles mixed with pure glycerin for the 
destruction of the comparatively few streptococci or other 
bacteria likely to be present despite the most careful 
manipulation of the vaccine-producing animal. Glycerin 
Is not a powerful germicide; but it to powerful enough, as 
we have abundantly demonstrated In our Bacteriological 
Laboratory, to render germ-free In a short time the 
vaccine to which in our hands it to applied. Moreover, It 
to perfectly harmless when applied to the abraded skin 
in connection with the prophylactic use of the vaccine. 

To those who are in the least acquainted with our 
methods of serum production It will be unnecessary for us 
to state that In the elaboration of vaccine we guard every 
step with the most uncompromising scrutiny and assure 
the parity of the product by the most rigid antiseptic 
and aseptic measures. The heifers before being vaccinated 
are tested with tuberculin. As an additional safeguard 
the animals are slaughtered as soon as the vaccine to 
collected, and a careful inspection of the carcass to made 
by an experienced meat-inspector; if any evidences of 
disease are found the vaccine to destroyed. 

" Points" are Unreliable 
and Unsafe. 

It to a noteworthy fact that manufacturers of vaccine 
have generally ignored those rules of rigid surg ica l a sepsis 
which have been recognised for years as absolutely 
necessary when the physician desires to make a break in 
the healthy skin of his patient. As a result, septic In- 
fection after vaccination has been commonly met with In 
general practise. The object of the product now offered 
by us is to produce Infection with pure cowpox and to 
avoid the sores and sloughs which naturally follow the 
use of vaccine material carelessly prepared and often 
loaded with the organisms of ordinary pus. 

In 1804 the Columbus Medical Laboratory of Chicago 
made a careful examination of eleven different varieties 
of vaccine ''points," made by as many manufacturers, and 
only one was found to be free from bacteria and blood- 
cells. Of the rest, several were decidedly unfit for use. 

But. notwithstanding all our aseptic methods, vaccine, 
like other moist physiological products no matter how 
carefully prepared and protected, is liable to deteriorate 
after a certain period of time. For this reason we affix 
the date of shipment to each package, and authorize the 
drug trade to give fresh Vaccine in exchange for any 
quantity of unused and deteriorated virus purchased 
from us in good faith. 



Parke, Davis & Co., 

Heat Offices aai Lsberaterits, Detroit, Mlcafese. 
BraadNS is New York, Kaaaas CKy, Baltlsrare, ssd New Orleans. 
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USE ONLY PARKE, DAVIS & 
COMPANY'S FLUID, SOLID 
AND POWDERED EXTRACTS 



, f\ 6 drugs vary grea'ly in therapeutic activity, some lotg being excess- 
JJ_ ively powerful and others much below the average, it necessirily 
follows that the market is supplied with fluid extracts whose medic- 
inal power varies in like degree. 

There is one way of preparing fluid extracts which will render them 
always — to-day. tomorrow, next month, next year — of uniform standiird 
strength and efficiency. It Is the method we erapl< y, and consists, first, in 
using the best selected drug, and extracting with a high alcoholic menstruum 
selected in each instance by a study of the characteristics of the drug oper- 
ated upon; then the chemical assay of each lot of fluid extract and the sub- 
sequent adjustment of same to such strength that a given quantity of the 
fluid extract is equal in therapeutic activity to the corresponding weight of 
prime drug. 

BUT YOU SAY, 

"There are some drugs unamenable to chemical assay." Very true. 
Some of the most important drugs of the whole materia medica. such as 
Ergot, Cannabis Indica, Digitalis, Aconite, Strophantus, etc., cannot be 
standardized chemically, and here particularly is where we leave behind all 
competition. 

All drugs not amenable to chemical assay we test physiologically upon 
animals. Cannabis Indica, for instance, if therapeutically a* tive, is mani 
fested in the staggering gait, loss of muscular control, reduction of tempera- 
ture, etc., followed by insensibility. If otherwise, the crude material^ is 
rejected as being met, and within the past twelve months we have rejected 
over 3 ,000 pounds of Cannabis Indica. 

Our Pharmacological Laboratory is thoroughly equipped for. the inves- 
tigation of the physiologic action of all kinds of potent meril inal agen's 
upon the heart, respiration, blood-vessels, kidneys, intestines, nerve centers 
and nerve endings, muscles, etc., etc. 

This method of preparing fluid extracts is more expensive than the one 
commonly pursued, but it yields products upon which you can absolutely 
rely. Parke, Davis & Co. is the only House engaged in this work; there- 
fore the only House that CAN guarantee the therapemic activity of their 
entire line of Fluid, Solid and Powdered Extracts. 

SPECIFY P., D. & CO., AND YOU WILL INVARIABLY 
GET FROM GIVEN DOSES DESIRED RESULTS- 



PARKE, DAVIS & CO., 

HOME OFFICES AND LABORATORIES, DETROIT, MICHIGAN. 
Branches in NEW YORK, KANSAS CITY, BALTIMORE, AND NEW ORLEANS. 



Digitized by 



Google 



WHY SPECIFY 

PEACOCK'S BROMIDES? 

Because the salts entering; its composition are absolutely neutral and 
chemically pore; its standard of strength is constant, and its action will not 
create n ausea, so frequently attending the administration of the commercial 
salts* It is a scientific blending of the five bromides of Potassium, Sodium, 
Ammonium, Calcium, and Lithium, each fluid drachm representing fifteen 
grains of the combined salts* In this form the bromide treatment may be 
employed with the best possible results, and the least possible evil effects* 
DOSE: One or two teaspoonfuls three or four times a day, as indioated. 



CHIONIA. 

AN INNOVATION IN HEPATIC STIMULATION. 

Acting purely as an hepatic stimulant without producing severe catharsis, 
its physiological action is gradual but certain* It stimulates portal circulation, 
and strengthens the lymphatics* This makes it a valuable addition in the 
general treatment of all diseases in which the liver has become sluggish* As a 
clinical test for the above facts, administer Chionia in connection with your 
tonic treatment, and note the largely increased action of the tonic* 

DOSE: A TEAS»OONFUL THREE OR FOUR TIME8 A DAY. 



PUT UP IN HALF-POUND 
BOTTLES ONLY. 



Samples of PEACOCK'S BROMIDES and CHIONIA 
to r 



Physicians who will pay Express Charges 

Peacock Chemical Company, st. Louis and London. 



CACTINA 

PILLETS 

SAFE AND RELIABLE IN ALL 

HEART TROUBLES. 

DOSE: One plllet every hour, or less 
frequent, as may be necessary. 

Sample Mailed Free to Physicians. 



SENG 

DIGESTIVE SECERNENT 

Increases the amount and quality of the 
digestive fluids, thus improving 

DIGESTION. 



DuSE: A teaspoonful before meals. The dote before 
breakfast preferably taken In tumbler hot water. 

Sample to Physicians who will pay Ex pre ss Charges, 



Sultan Drug Company, st. Louis and London. 
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MALTINE is a highly con- 
centrated extract of bar- 
ley, wheat and oats. Barley 
alone Is employed in the manu- 
facture of all other malt ex- 
tracts.and not one of them is as 
highly concentr ated as MAL- 
TINE. 



M' 



ALT EXTRACTS which 
are thinner than MAL- 
TINE are thinner for the simple 
reason that they contain more 
water— are not concentrated as 
MALTINE Is and therefore are 
less nutritious and more costly. 



laltine 



TVAALTINE is rendered par- 
-*- -^ ticularly delicious and re- 
freshing if administered with 
any of the aerated waters, milk, 
wine or spirits. Thus a pleas- 
ing change is afforded to capri- 
lous or fastidious invalids. 



M' 



ALTINE, aside from Its 
great nutritive value, Is so 
rich In Diastase that a dose 
readily digests all the starchy 
food, such as bread, potatoes 
and cake, which the average 
adult eats at a single meal. 



When the term "peroxide of hydrogen" is employed,Marchand's preparation is, 
nine times oat of ten, understood, and Hydrozone is the name now giuen by Maroh- 
and to what was formerly called the peroxide of hydrogen, the difference being that 
Hydrozone is about twice the strength of the old preparation. See that yon get 
the right article. 

Dr. John Aulde, of Philadelphia, has recently spoken very highly of the use of 
Hydrozone in the treatment of specific urethritis and vaginitis, and also regards it 
the best remedy for cystitis either in the male or female. 



Snuff for Acute Coryza, Rhinitis, etc. 

R Acidi Borici Pulv,, 
Aoidi Salicylici, 
Antikamnia (Genuine), 
Bismuth Sub. Nit., 



5 i 

gr. vi 

5 i 

5 ii 



Mx. Sig. — Use as snuff every one, two or three hours, as required. 



Pure milk is a "desideratum devoutly to be desired" by the city practitioner. 
We do not believe any disappointment will follow the use of that delivered by the 
Jersey Co. — a firm of unquestioned reliability. 



The popularity of the pepsin preparations of Fairchild Bros. & Foster does not 
suffer with the lapse of time ; indeed it is the opposite— better recognized and more 
xtensively used than ever. 
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FOR 
OFFICE USE 

In the Treatment of 
all diseases of the 

Respiratory Organs 
and Middle Ear 



by Ten Different 
Methods, Including 



Yapo-Pnlmonaiy Massage 
and Yapo-Anral Massage. 



Is Indispensable 
in Office Practice. 

Write for circular 
describing the in* 
sirumeni and 
methods of use. 




v 



D * ° 

- 



Globe Mfg. Co., Battle Creek, Mich. 



'Sample of Ecthol was received and at time of receiving had good case to use it. 

ran hedge thorn one inch long in leg above ankle. Disinfected 

wound with bi-chloride. In two days found limb inflamed to groin, swollen and 
very painful. Small quantity of pus. Re-applied dressing. That night bottle of 
Ecthol was received, visited patient next day and put her on Ecthol, teaspoonful 
six times a day, and injected medicine in the wound and applied cloth saturated 
with same. In four days pain, swelling and inflammation gone, wound healing and 
patient able to do her work." 

A. L. Stiers, M. D., Dawson, Nebr., Nov. 25, 1898. 



There are thousands of conscientious, upright, honorable pharmacists who would 
no more think of substituting than they would of trying to pass a counterfeit bill. 
Some of these ire located in your city. Patronize them exclusively. 



The Chicago College of Dental Surgery is acknowledged to be the finest school 
of its kind in the United States; and probably has by far the largest number of 
students. 



The Clinical Review undoubtedly enjoys the choicest circulation and highest 
confidence of any medical magazine in the great central and northwest region. 



It has been found that Trional (Farbenfabriken of Elberfeld Co.) is best given 
in an alkaline carbonated mineral water, which facilitates its absorption, and ren 
ders its action more rapid. 
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Corner Monroe St. and Campbell Ire. 
CHICAGO 



A Private Hospital for 

the Care of Surgical and 

Gynecological Cases. 

The building is entirely detatched, with light and pleasant rooms, 
heated by hot water, and furnished in an elegant and appropriate man- 
ner. The aim has been to preserve all the comforts of home while 
providing the essential details of a modern hospital. 

The operating room is fully equipped for modern Aseptic Surgery. 
A special feature is made of the nursing, dietary and attention to the 
individual needs of patients. 

Rooms With Board and Nursing from $10.50 to $30.00 per Week, 
Private Ambulance Service. 

LOUIS THEXTON, M. D., 
Telephone, West 1250. Superintendent 

Hermann's pharmacy is a recognized headquarters for supplies of all kinds. 
Prompt and intelligent service has won a confidence of which any merchant might 
well feel proud. 

The Schering & Glatz formalin lamp is the thing for the generation of pure 
formaldehyde gas — the ideal disinfectant. Note the announcement in this issue of 
the Review. It is interesting and valuable. 



The Upjohn Pill and Granule Co., of Kalamazoo, Mich., have long enjoyed a 
high reputation for pharmaceutical skill in the manufacture of pills. "Upjohn 
Pills" are known almost every where— and known very favorably. 



The Consumers Co., "the largest artificial ice and water-distilling plant in the 
world" has an interesting announcement in the present issue. Our Chicago read- 
ers, as well as visiting physicians from out of the city, will always find a cordial 
welcome at this institution; and will be more than repaid, in a knowledge of these 
modern processes, for the amount of time given. 



The old-reliable, well-established cod-liver oil preparation is "Scott's Emulsion." 
For twenty-five years it has been in use and has preserved its standard of quality 
unchanged. 

Fellow's Hypophosphites, a standard preparation of widely-known value, is 
represented prominently to readers in the present number. Courteous response 
will be made to any pertinent inquiry directed to Mr. Fellows, 48 Vesey street, 
New York City. 
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ft New Device for Obtaining the Urine Separately 
from the Two Kidneys in either Sex. 

BY M. L. HARRIS, M. D., Professor of Surgery, Chicago Policlinic. 

To be able to collect the urine 
from each kidney separately 
is a desideratum long sought. 

This instrument will deter- 
mine the presence of both kid- 
neys as well as the functional 
activity of each. 

The source of the hemor- 
rhage in hematuria, and if 
from the kidney, the one at 
fault. 

The source of pus in the 
urine, and which kidney is in- 
volved in pyelitis, pyonephro- 
sis, hydronephrosis, renal cal- 
culi, tumors, etc. 

Injuries or obstruction of 
the ureter, and if obstructed, whether permanent or intermittent. 

All of these points and many more may be learned by being able to thus collect 
the urine directly from each kidney separately. 

Descriptive Pamphlet mailed upon Application. 
Manufactured only bv 

SHARP & SMITH, Superior Surgical Instruments, 

73 RANDOLPH ST., CHICAGO. 

If a physician ever finds it necessary to resort to predigested food to supply 
nourishment in an immediately assimilable form to sustain life, he will find Armour's 
Nutrient Wine of Beef Peptone the ideal preparation. Nutrient Wine is made 
from lean beef predigested and sterilized and a good, sound Sherry. Each ounce 
contains the entire digestible substance of one ounce of lean beef. 




Notice the new advertisements in this issue; yet do not lose sight and know- 
ledge of the older ones in so doing. 



An exhaustive report by the well known physiological chemist, Prof. R. H. Chit- 
tenden of Yale, would seem to justify the claims set forth by the American Ferment 
Company regarding their new vegetable digestive agent "Caroid." 



For Eastern travel, especially via Niagara Falls, the Grand Trunk Railway offers 
the highest class service in every particular. Clean and well ventilated cars 
having every comfort; attentive servants, intelligent trainmen; fast time; good con- 
nections with other lines, and a deep interest in well serving the public has won 
commendation on every hand. 



For any drug or preparation that you can't find elsewhere, go to Dale & Sempill, 
and the chances are that you will be readily supplied. They carry a very extens- 
ive stock, and are chemists of the first rank. 
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The ONL,Y FOOD combining 

MILK, BBEF and 
CBREAL&. 

MTT/RTN TF. 

Especially valuable as a food In Pulmonary Tuberculosis, 
Pneumonia, Bronchitis and La Grippe. 

The proteids having been transformed into peptone's in pro- 
cess of manufacture, MILKINE is very easy of assimilation. 



Send for samples and recent literature. 

ELGIN MILKINE CO. 

ENGLISH OFFICE: ELGIN, ILL. 

10 Bush Lane, Cannon St., 
London, E. C. 



Bronohial Asthma per sc, while not a dangerous disease, causes so much nerv- 
oub apprehension on the part of the patient as well as of his friends that any treat- 
ment which is effective and which has no unpleasant sequelae will be hailed with 
joy by the profession at large. Theoretically, Strychnine and Nitro-glyoerin should 
promptly relieve the asthmatic paroxysm and Sharpe & Dohme assure us (see their 
adv. in this number of the Review) that clinically the three hypodermic combina- 
tions they now offer for trial, do all that theory suggests. 



Warner's Pills are soluble, potent, permanent and reliable, because they are 
PREPARED FROM PURE DRUGS, in a scientific manner. The coating (sugar 
or gelatin} hermetically seals and protects the contents indefinitely and upon inges- 
tion of the pills, the coating dissolves in a few minutes, thus liberating its ingredi- 
ents in a condition favoring ready assimilation and action. 



WE8T BADEN AND FRENCH LICK SPRINGS. 

Through Sleeper once a week from Chicago via the Monon Route, commencing 
Saturday night, March 19th, and continuing every Saturday night • thereafter until 
further notice. Trains leave Dearborn Station 8:30 P. M. City Ticket Office, 232 
Clark street. 



The name * 'Merck" is a guarantee the world over of the quality of any prepara- 
tion it may be attached to. Notice their new announcement in this issue. 
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BELLEVUE PUCE SANITARIUM 




85 Miles from Chicago. 
Established by DR. R. J. PATTERSON 1" MOT. 
for the treatment of 

NERVOUS AND MENTAL DISEASES OF WOMEN. 

A massive stone structure with spacious rooms, electric light and steam heat, large 
greenhouses, extensive grounds and beautiful country drives. Private and retired, 
with home comforts, restful surroundings and skillful medical treatment. Terms 
moderate* Address for circular, 

F. H. DANIELS, M. D.. or BELLEVUE PLACE CO.. 

In active or latent rheumatic affections the physician will find Tongaline in any 
one of its forms as indicated, given at short intervals with copious draughts of hot 
water, a remedy which goes directly to the source of the trouble. Tongaline seeks 
out the retained excretions or perverted secretions, which it either neutralizes or 
renders amenable to the physiological action of the emunctories, and then it brings 
to bear its strong eliminative powers, correcting the complaint promptly and 
thoroughly. 



The attention of readers is asked to the new representation of Schieffelin & Co. , 
\he old established firm of pharmacists. For many years this house has put out a line 
of products commanding the highest consideration. As purveyors to the medical pro- 
fession this firm enjoys the highest confidence. 



Dr. Otto Juettner, of Cincinnati, reports the following as the best treatment in 
rectal ulcers : 

Micajah's Wafers, ii. 
01. Theobrom, q. s. 
M. Sig. suppos. iv. 
One every evening followed by a warm rectal irrigation next morning. 



Parke, Davis & Co. will protect any one in the use of their serum preparations 
Then if the manufacturer protects the physician — as in the case of diphtheria anti- 
toxin, — the physician should protect both his patient and himself by the employment 
of a strictly scientific, thoroughly-tested, carefully-graduated, fresh and positive 
product — which is guaranteed behind the stamp of P. D. & Co. 
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fi ray's fi lycerineTonic C on *p. 



(Glycerine, Sherry Wine, Qentian, Taraxacum, Phosphoric Add, Carminatives.) 

Formula DR. JOHN P. GRAY. 

Neutralizes Acidity of the stomach and checks fer- 
mentation. 

Promotes appetite, increases assimilation and does 
not constipate. 

Indicated in Malnutrition, Anaemia, Melancholia, 
Nervous Prostration, Phthisis, Bronchitis, Catarrhal 
Conditions, Convalescence, General Malaise. 

THE PURDUE FREDERICK CO., 

No. 15 Murray Street, New York. 



SYR. HYPOPHOS. CO., FELLOWS 

Contains the Essential Elements of the Animal Organization— Potash and Lime; 

The Oxidising Agents —Iron and Manganese; 

The Tonioa — Quinine and Strychnine: 

And the Vitalizing Constituent— Phosphorus; the whole combined in the form 

of a Syrup with a Slightly Alkaline Reaction. 
It Differs In its Effects from all Analogous Preparations ; and it possesses the 

important properties of being pleasant to the taste, easily borne by the stomach 
end harmless under prolonged use. 
It has Gained a Wide Reputation, particularly in the treatment of Pulmonary 

Tuberculosis, Chronic Bronchitis, and other affections of the respiratory or- 

fans. It has also been employed with much success in various nervous and 
ebilitating diseases. 

Its Curative Power is largely attributable to its stimulant, tonic, and nutritive 
properties, by means of which the energy of the system is recruited. 

Its Action is Prompt; it stimulates the appetite and the digestion, it promotes 
assimilation, and it enters directly into the circulation with the food products. 

The prescribed dose produces a feeling of buoyancy, and removes depression and 
melancholy; hence the preparation is of great value in tJ\e treatment of mental and 
nervous affections. From the fact, also, that it exerts a double tonic influence, 
and induces a healthy flow of the secretions, its use is indicated in a wide 
range of diseases. 



ttedical Letters may be addressed to : 

Mr FELLOWS* 48 Vesey St., New York, 
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How to Treat a Cough 

In an able article tinder the above heading In 
the New York Medical Journal, Edwin Geer, M. 
D., FhysiciHii in i, barge of the City Hospital 
Dispensary; also Physician In Chief, Outdoor 
Department, Maryland Maternite Hospital, Bal- 
timore, writes:— 

**The object of this brief paper is not to try to 
teach my colleagues how to treat a cough, but 
simply to state Bow I do it, what good resuts I 
get, and to call their attention to those lighter 
affections of the throat and chest the principal 
symptom of which is an annoying cough, for 
which alone we are often consulted. The patient 
may fear an approaching pneumonia, or be 
anxiouR because of a bad family history, or the 
cough may cause loss of sleep and detention from 
business. What shall we do for these cough*? 
It has been my custom for some tlme f o treat 
each of the conditions after this general plan: 
If constipation is present, which is generally the 
cane, I find that small doses of calomel and 
soda open the bowels freely, and if they do not, I 
follow them with a saline purgative; then I give 
the following: 

R Antikarnnia and Codeine Tablets, No. xxx. 
big,: One tablet once every four hours. 

"The above tablet contains four grains and 
three-quarters of antikarnnia and a quarter of a 
grain of sulphate of codeine, and is given for the 
following reasons: The antikarnnia has a 
marked lufiuence over any febrile action, restores 
natural activity to the skin, and effectually con- 
trols any nervous element which may be in the 
case, Hie action of the codeine is equally bene- 
flclal, and in some respects enforces the action of 
its associate. The physiological action of codeine 
Is known to be peculiar, in that it does not arrest 
secretion In the respiratory or Intestinal tracts, 



while it has marked power to control inflamma- 
tion and irritation. It Is not to be compared 
with morphine, which increases the dryness of 
the throat, thus often aggravating the condition, 
white its constipating effect is especially un- 
desirable." 



The London Lancet's Endorsement 

"Antikarnnia is well spoken of as an analgesic 
ami antipyretic in the treatment ot neuralgia, 
rheumatism, lagrippe, etc. It is a white powder 
of a slightly bitter taste and alkaline reaction. 
It is not disagreeable to take, and may be hi«d 
either in powder o>* tablet form, the latter in 
five-grain size. It is described as not a preven- 
tive of, but rather as affording relief to, existent 
pain. It appears to exert a stimulating rather 
than a depressing action on the nerve centers 
and the system generally." 



The Prompt Solution of Tablets 

We are glad to know that the A ntikamnia people 
take the precaution to state that when prompt 
effect is desired the Antikarnnia Tablets should 
be crushed. It so frequently happens that certain 
unfavorable Influences of the stomach may pre- 
vent the prompt solution of tablets, that this 
suggestion is well worth heeding. Antikarnnia 
itself Is tasteless, and the crushed tablet can be 
placed on the tongue and washed down with a 
swallow of water. Proprietors of other tablets 
would have had better success if they had given 
more thought to this question of prompt solu- 
bility. Antikarnnia and its combinations in tablet 
form are gnat favorites of ours, not because of 
their convenience alone, but also because of 
their th erapeutic effects.— The Journal of Practical 
Medicine. 
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Sanitarium 
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FOR NERVOUS AND 
MENTAL DISEASES. 



Situation ideal, appointments home-like, equipment com- 
plete. Located in a charming country region, three miles 
from Milwaukee. Large and attractive grounds. 

Readily accessible by Chicago, Milwaukee and St. Paul 
Ry„ and . no lines of street cars, tw r o and one-half hours ride 
from Chicago. 

Dr. Dewey may be seen at the Chicago office of the 
Sanitarium, Venetian Building, 34 Washington Street, Room 
1114, Wednesdays ten to one o'clock, except in July and 
August. 



Address for further information, 



RICHARD DEWBY, Af. D., 

Wflawnfosa, Wis. 



PANOPEPTON 

Contains the nutritive constituents of beef and wheat 
in a soluble and freely absorbable form. It is a nourishing, 
restorative, stimulant, liquid food of incomparable value 
for the nutrition of the sick. 

PANOPEPTON 

is the best food in acute diseases, fevers, etc., in 
convalescence, and for the large class of persons who, 
owing to deranged digestion or antipathy to ordinary 
foods, require a fluid, agreeable and quickly assimilable 
food. 

PANOPEPTON 

because of its highly nutritious qualities is also 
especially recommended as a restorative from fatigue, 
and as a resource against insomnia. 

Fairchild Bros, & Foster, New York, 



WHY TEMPORIZE 
with uncertainties in the 
treatment of grippe when 
Tongaline will correct the 
complaint promptly and 
thoroughly? 



The strong eliminative 
action of Tongaline not 
only speedily removes the 
poisonous germs of grippe 
but prevents the sequelae, 
invariably attended with 
such serious consequences. 
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A SOLID BRICK building, open all tlie year. 
VTwo distinct and valuable mlneru 

THE ALMA is especially equipped for 
treating neurasthenia and chronic dis 
of all kinds. Hydro- and Electro-Thera- 
peutics with Gymnastics, Swedish Move- 
ment and Massage are prescribed daily 
and scientifically administered. Rest. 
Regulateo diet. Hygelne. Prominent 
onsultants. Physicians' interests pri 
ted. Situated between Lakes Mich 
and Huron, in the pine region of M 
gan. Moderate climate. Write 
trated brochure. 

Address.,.. 

Alma Sanitarium Co., 

E. 9. PETTYJOHN, M. D.,- Medical Supt 
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